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Senate ' May 16, 2007
Mr. Clerk.

THE CLERK:

Calendar Page 6, Calendar 497, File 157,

Substitute for House Bill 6391, An Act Concerning

Involuntary Administration of Psychiatric Medication
for Purposes of Competency to Stand Trial, Favorable
Report of the Committee on Judiciary and Public
Health.
THE CHAIR:

Senator McDonald.
SEN. MCDONALD:

Thank you, Mr. President. Mr. President, I move
acceptance of the Joint Committee's Favorable Report
and passage of the bill.

THE CHAIR:

Acting on approval, Sir, will you remark, Sir.

SEN. MCDONALD:
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I will, Mr. President. Mr.rPresident, this bill
would clarify, or I should say slightly expand,
existing law.

And it deals with issues wheré somebody who is
accused of committing a crime but is found not to be
competent to stand trial, they are currently referred
to DMHAS for treatment.

And, Mr. President, if they are successful
restored back to competency, then they have the
opportunity, I should say then they would have the
obligation to be transferred back to court for the
trial for which they have been accused.

And, Mr. President, the problem arises that
sometimes, the medication order to restore competency
doesn’t transfer over and continue on while that

individual is in the custody of the Department of

Corrections for purposes of conducting the trial.

So, Mr. President, this bill would allow, with

the court’s peimission, that the medication order
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would follow the individual back to the Department of
Corrections until the case is disposed of.
THE CHAIR:

Thank you, Senator McDonald. Will you remark
further? Senator McKinney.
SEN. MCKINNEY:

Thank you, Mr. President. Mr. President, as I
understand this bill, this would, in my opinion, make,
I guess, a bad situation better.

As I understand it right now, the medication
order could be, this essentially would shorten the
period that a person was on medication.

I rise in opposition just simply to state, and I
realize that we’ve had Supreme Court rulings on this.
I’ve always been uncomfortable with the idea that
government, when people are deeméd incompetent to
stand trial, can force them to take medication to be

competent.




002442

jmk 93

Senate May 16, 2007

And then after the trial, they are back to being
incompetent, I guess, once they’re off the medication.
So I'm going to vote no because I’ve never been quite
comfortable with this issue.

But I do understand that for people in this
situation, this bill would actually make it a little
bit better for them. Thank you, Mr. President.

THE CHAIR:

Thank you, Sir. Will you remark? Will you
remark further? Senator Kissel.
SEN. KISSEL:

Thank you very much, Mr. President. I understand
exactly where my leader, Senator McKinney, is coming
from, as well as where my Esteemed Co-Chair of the
Judiciary Committee is coming from as well.

I actually think that this bill does a little bit
towards helping the rights of those individuals that
are suffering from incompetence and need to be

medicated.
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Right now, I think, as the law states, that a
judge could’order that an individual could be
medicated to rise to the level of competence, almost
[inaudible] and what this does is relatively proscribe
that time period to just the period of time where they
could be, where they’re facing a trial.

And after that period of time, then the court
wouldn’t have that ability. So as this bill was
explained to me, for those that are concerned about
the rights of individuals, whether they’re accused of
crimes or not and whether they’re suffering from a
mental disability or not, that this actually works in
the advocate’s direction of trying to allow an
individual their rights to the extent possible.

And so it acknowledges that we, as a society,
have a responsibility, if possible, to vindicate
victims and to exercise jurisdiction to ﬁake sure that

crimes are addressed.
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And if medication can allow an individual to be
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competent to stand trial, that’s a good thing. And we

|
|
,i should pursue that, even if the individual doesn’t
‘ want to take the medication.

They should still have to face the consequences,

the charges of that crime, and be found not guilty or

found guilty. But after that, then the state’s

| interest is lessened in forcing an individual to be
medicated if indeed they do not consent.

And so I view this as a forward-looking piece of
legislation. And for those reasons, I support the

legislation. Thank you, Mr. President.

e e

THE CHAIR:

Thank you, Senator Kissel. Will you remark?
Will you remark further on the bill? Will you remark?
If not, Mr. Clerk, please annouﬁce a roll call vote.
The machine will be open.

THE CLERK:
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An immediate roll call has been ordered in the

_Senate. Will all Senators please return to the

Chamber.

An immediate roll call has been ordered in the

el e ]

Senate. Will all Senators please return to the
Chamber.
{ THE CHAIR:
Have all Members voted? If all Members have
' f , voted, the machine will be closed. The Clerk will
' { announce the tally.
[ THE CLERK:
Motion is on passage of House Bill 6391.
Total number voting, 35; those necessary for
passage, 18. Those voting “yea”, 32; those voting
“‘nay”, 3. Those absent and not voting, 1.

THE CHAIR:

The bill passes. Mr. Clerk.

THE CLERK:







002106
kkc 157
House of Representatives April 26, 2007

REP. BUTLER: (72"%)

Thank you,.Madam Chair.
DEPUTY SPEAKER KIRKLEY-BEY:

The Clerk will please announce the tally.
CLERK:

House Bill Number 7217, as amended by House

Amendment Schedule “A”.

Total Number Voting 135
Necessary for Passage 68
Those voting Yeé | ” 135
Those voting Nay 0
Those absent and not voting 16

DEPUTY SPEAKER KIRKLEY-BEY:

The Bill as amended passes. Will the Clerk

please call Calendar Number 178.
CLERK:

On Page 15, Calendar Number 178, Substitute for

House Bill Number 6391, AN ACT CONCERNING INVOLUNTARY
ADMINISTRATION OR, OF PSYCHIATRIC MEDICATION FOR
PURPOSES OF COMPETENCE, COMPETENCY TO STAND TRIAL,

Favorable Report of the Committee on Public Health.
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DEPUTY SPEAKER KIRKLEY-BEY:

Representative Lawlor, you have the floor, Sir.

REP. LAWLOR: (99

Thank you, Madam Speaker. I move acceptance of
the Joint Committee’s Favorable Report and passage of

the Bill.
DEPUTY SPEAKER KIRKLEY-BEY:

The motion is on acceptance of the Joint
Committee’s Favorable Report and passage of the Bill.
Will you remark further, Sir?

REP. LAWLOR: (99"

Thank you, Madam Speaker. .This Bill makes .a very
technical change in the existing procedures governing
care being provided to persons who have been found not
competent to stand trial or who, for whom that’s an
issue, if people are accused of committing a crime and
they're actually found not guilty by reason of
insanity, sorry, not competent to stand trial.

The question is the orders about medication

issued by the Department of Mental Health and the
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Department of Corrections, can they follow each other
back and forth-?

This Bill allows, with the court’s permission,
the medication ordered to follow the individual back
to the Department of Corrections from the Department
of Mental Health and Addiction Services.

So in other wordé, aﬁ offeﬁdervwho ﬁas been found
not competent to stand trial, a defendant, accused
offender, will be transferred initially to the
Department of Mental Health and Addiction Services.

They’1ll try and restore his competency, etc.,
etc. If he’'s going to be transferred back to the
Department of Corrections after being found competent,
usually which is the result of health treatment most
ofﬁen which includes some type of medication, the
gquestion is when he gets back to DOC, does he need a
whole new order for medication or can the orders
issued by the doctors DMHAS follow him or her back?
| This would allow that to take place. It’s a
relatively technical change. The common sense behind

it, I hope, is obvious and it will certainly make
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everybody’s job.a lot easier and be .very beneficial to
the person with mental illness who's affected by it.

I urge passadge of the Bill.

DEPUTY SPEAKER KIRKLEY-BEY:

Thank you. Will you remark? Will you remark
further on the Bill that is before us? Representative
O'Neill of the 69°%*, you have the floor, Sir.

REP. O'NEILL: (69™)

Oh, yes. Thank you,: Madam-Speaker. I also would
urge passage. This is truly a very technical Bill
that was brought to our attention by the Department of
Mental Health and Addiction Services. And I believe
it will be an improvement in the public policy. Thank
you, Madam Speaker.

DEPUTY SPEAKER KIRKLEY-BEY:

Will you remark? Will you remark further on the
Bill that is before us? Will you remark? If not,
staff and guests please come to the Well. Members
take your seats. The machine will be opened and the
Clerk will take the tally.

CLERK:
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The House of Representatives is voting by Roll

lgiﬁ£' Members to the Chamber. The Houée is voting by
. Roll Call. Members to the Chamber, please.
DE?UTY SPEAKER KIRKLE?—BE&:

Will all Members please check the board to make
sure your vote has been properly cast? Will all
Members please check the board to make sure your vote
has been properly cast.

The machine will be locked and the Clerk will
prepare to announce the tally. The Clerk will
announce the tally.

CLERK:

House Bill Number 6391.

Total Number Voting 135
Necessary for Passage 68
Those voting Yea 135
Those voting Nay ' 0
Those absent and not voting 16

DEPUTY SPEAKER KIRKLEY-BEY:

The Bill passes. Will the Clerk please call

Calendar Number 204,
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SEN. MCDONALD: Anything further from Members of the
Committee? If not, thank you very much.

COMM. THERESA LANTZ: Thank you very much.

SEN. MCDONALD: Is Attorney General Blumenthal here?
I still don’t see him. Then we will move on to
James McGaughey. Good afternoon.

JAMES MCGAUGHEY: Senator McDonald, Representative }}«6(0?)9[

Lawlor, Members of the Committee, my name is I’% @‘787/

Jim McGaughey. I’m the Executive Director of

the Office of Protection & Advocacy for Persons
with Disabilities.

I'm here to talk about three bills that are on
your agenda today. I have submitted written
testimony, so with your indulgence, I will not
read it. I will just summarize.

The first bill is House Bill 6390, AN ACT
CONCERNING TREATMENT OPTIONS FOR DEFENDANTS
FOUND NOT COMPETENT TO STAND TRIAL.

Under current law, i1f an individual is not
found competent to stand trial and not
restorable within a certain specified period of
time, the court may remand the person to the
custody of the Commissioner of Mental Health
and Addiction Services, who will then seek
civil commitment for the individual, placing
them in a psychiatric hospital.

This bill would create the option of a court
ordering DMHAS to provide services in a less
restrictive setting, meaning presumably a
community treatment option. ~
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Our office supports the measure as drafted, but
I would call attention to the fact that the
language here is critical, because it is DMHAS
that is being ordered by the court to provide
services. It is not the individual who is
being ordered to accept them.

And I think that we support the bill as
drafted, but we do not want to see an
interpretation or a change in language that
would turn it into sort of a back door approach
to outpatient civil commitment, which some of
you may be aware is a very controversial issue
and very much opposed in the advocacy
community.

The second bill is House Bill 6391, AN ACT
CONCERNING INVOLUNTARY ADMINISTRATION OF
PSYCHIATRIC MEDICATION FOR PURPOSES OF
COMPETENCY TO STAND TRIAL. Our office opposes
this bill as currently before you as drafted.

However, I understand that there has been some
attempt to develop compromised language in a
working has actually apparently succeeded in
doing that. I don’t know if you have that
language before you yet, but I have reviewed
it.

It seems to meet our objections so if in fact
you accept amendments and substitute language
that has been worked out with the Department of
Mental Health and Addictions Services and the
advocates that have been working with them,
then I think that would be acceptable to us as
well. '
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advocates and others with whom you have been
talking on Raised House Bill 6391 in crafting a
compromisge.

It’s generally good to involve some Legislators
in that process too. I haven’t seen the
language that you are talking about, so
nothing’s done until the House and Senate has
voted on it, and generally we need to
participate in that process.

JAMES MCGAUGHEY: Absolutely, Senator. I didn’'t see

SEN.

SEN.

it myself until just after lunchtime today. So
we weren’t involved in that, but--

MCDONALD: Are there any other questions?
Senator Meyer,

MEYER: Mr. McGaughey, hi. Just wanted to chat
with you about your comments on Houge Bill

6390, which provides for treatment options for

defendants not found competent to stand trial.

You said at one point in your testimony, we
recognize that there are some individuals who
may not be competent to stand trial, but for
whom civil commitment to a psgychiatric hospital
is an unnecessary and unhelpful step.

Could you elaborate a little on that, because
one of the things we obviously want to be very
careful about is if we find someone not
competent to stand trial, that that person, if
a danger to himself or herself or the
community, then, you know, we’re going to get
in trouble.

=1
i
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SEN. MCDONALD: Thank you. Are there any questions?
If not, thank you very much.

JEANNE MILSTEIN: Thank you.

SEN. MCDONALD: Next is Dr. Michael Norko. Good
afternoon.

DR. MICHAEL NORKO: Good afternoon, Senator
McDonald, Representative Lawlor, distinguished
Members of the Judiciary Committee. My name is
Dr. Michael Norko. I’'m the Director of the
Whiting Forensic Division of Connecticut Valley
Hospital. '

I'm here today to speak in support of House
§ill 6390, AN ACT CONCERNING TREATMENT OPTIONS
FOR DEFENDANTS FOUND NOT COMPETENT TO STAND
TRIAL, as well as House Bill 6391, AN ACT
CONCERNING INVOLUNTARY ADMINISTRATION OF
PSYCHIATRIC MEDICATION FOR PURPOSES OF
COMPETENCY TO STAND TRIAL.

Both of these bills are related to one
particular statute, Statute 5456D, related to
competency to stand trial. So I’'d like to just
summarize that statute and highlight a few
particulars, rather than read through my
written testimony for both of these bills.

When defendants are found not competent to
stand trial by reason of the psychiatric
disability, the court may order them into
treatment in a DMHAS facility, if the court
finds that the person is likely to be restored
to competence to stand trial on that basis.
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So they come into treatment in DMHAS. We
provide treatment. 2aAnd if the person is
restored, we report to the court.

There are times, however, when in several
places along the judicial process, the court
may hear testimony that the person cannot be
restored to competence to stand trial.

House Bill 6390 deals with that issue. At the

moment, when a court hears from the testifiers
that the person’s disabilities are such that
they can’'t be corrected, and therefore the
person is not likely to be restored, the court
has two options, either to simply discharge the
person or to order that the Commissioner of
DMHAS apply for civil commitment for that
individual.

Most of the time that works out appropriately,
but there are many cases, there are several a
vear at least, in which we get such an order
and we understand that the person is not an
appropriate candidate for civil commitment.

We don’t think that they meet the criteria and
so we're forced by statute to submit an
application to probate court we don'’t actually
believe in and that we actually might believe
is a false application.

What this bill is intended to do is to give to
the court the option of allowing, after hearing
testimony, the Commissioner to allow for
treatment in a less restrictive setting, rather
than apply for civil commitment.
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It doesn’t take away from the courts’
discretion to order that the Commissioner apply
for civil commitment, but if the court feels
that it’s heard enough, that the person does
not meet criteria and that the person can be
managed in a least-restrictive alternative, it
can order the Commissioner to do that.

The one thing that I want to add to my written
testimony is that a concern has been raised
that there might be misinterpretation that the
court could expect our Office of Court
Evaluation testifiers to come into court
prepared with some sort of a treatment plan for
the individual and community.

That’s not what this was intended to do. If
there is no treatment plan for an individual
and community, it’s likely that we would not be
able to testify that the person could be
handled in a less restricted alternative.

So this is not meant as a way to force these
evaluators who only meet very briefly with the
defendant to evaluate whether they are
competent to stand trial, to actually have to
prepare a treatment plan for them.

The second bill, House Bill 6391, deals with
the issue of what happens when a defendant who
is not competent to stand trial is not willing
to accept treatment once they’'ve become
hospitalized for the purposes of restoring
their competence.

We have two mechanisms for doing that in
Connecticut. One was created by the
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Legislature in 2004, and this was a civil
mechanism which is working quite well, and
which we have used almost exclusively since it
was made available to us.

The other mechanism is the mechanism through
the criminal court, where the court, when it
determines that the government’s interests in
adjudicating guilt or innocence, override the
individual’s liberty interest in avoiding
unwanted medication and has the authority to
order the individual to receive that
medication.

What sometimes happens when that occurs,
though, is that the person may be restored to
competence to stand trial, they are found
competent, and then return to the Department of
Correction, at which point they might decide
that they no longer wish to receive medication
and they stop taking medication and become sick
again, often with a psychotic illness and then
become incompetent to stand trial.

There is no mechanism with the Department of
Correction to medicate these individuals. What
this bill proposes to do is to create an option
for the court in circumscribed situations to
permit the involuntary medication of the
defendant in order to maintain competence once
it’s already been obtained.

Since we submitted the original legislation, we
have had several discussions with the
Connecticut Legal Rights Project and with
Advocacy Unlimited, and they have raised
concerns with which we agree about due process.
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So I do want to highlight several things that
we wish to change. The original bill was
drafted to give permission for the court to
receive a report from a healthcare guardian.

We wish to change that so that it would be
required, so that in Line 84 the word may will
be changed to shall. Similarly, in Line 95,
the word any would be changed to the since it
is a required report.

There was also a concern raised which we
thought was valid, that there might be some
situations in which a défendant who was capable
of giving informed consent was forced to
receive unwanted medication under this
mechanism.

So we support deleting the words unwilling or
in Line 93 to eliminate that possibility, so
that medications would then only be ordered to
maintain competence of the individual if the
individual was not able to provide informed
consent.

There was also no review of this order, which
could go on essentially indefinitely, and so we
have written a new section that would become a
new Section 5 and be inserted after Line 112
that would read, in order for continued
involuntary medication to maintain competency
to stand trial, entered under subsection 4,
shall be reviewed by the court every 180 days
while it remains in effect.

i
:
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At each review, the court will receive a
supplement to report of the healthcare
guardian, and must find each of the criteria
numerated in subsection 4 by clear and
convincing evidence in order to continue the
order for involuntary medication. And the
subsequent section would then be renumbered.

There is one additional change that we’d like
to support that was pointed out to us by
representatives of the Office of the Public
Defender, which is that the language in the new
subsection 4, referring to these charges that
this order remaining valid while the charges
are pending is perhaps not specific enough.

And it was really intended to mean until the
time of the sentencing. So in Lines 109 to
110, we would propose deleting the words while
the criminal charges against the defendant are
pending, and inserting the words until the
sentence has been imposed to make it clear that
this order did not go forward after the time
that the defendant had been sentenced.

Thank you for your patience in listening to
this testimony. At this time, I’d be happy to
answer any questions that you have.

MCDONALD: Thank you, Doctor, and those
proposals that you just talked about, do you
have those in writing, and can you--

DR. MICHAEL NORKO: All except the last were

submitted in the latest version of the written
testimony that was provided. The last one from
the concerns raised by the Office of the Public
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Defender is not yet in writing yet at this
time.

MCDONALD: When you get it all together, why
don’t you get copies to our Committee staff and
we’ll take a look at it. Any questiong? If
not, thank you very much. Next is Commissioner
Jerry Farrell.

JERRY  FARRELL: Good afternoon, Senator
McDonald, Representative Lawlor, other
distinguished Members of the Committee. I’'m
Jerry Farrell, Jr. I’'m the Commissioner of the
Department of Consumer Protection.

It is my pleasure to submit testimony this
afternoon on House Bill 6983. This is one of
the Department’s own legislative initiatives.

The Department, as you may know, administers
occupational and professional licensing for a
very broad variety of trades.

Our rule is to license the practitioners by
ensuring that they complete the competency

requirements that are established by their

respective examining boards.

We also enforce the laws and regulations of
each respective profession, through our own
occupational and professional enforcement unit.
We visit worksites. We ensure standards of
conduct by the tradesperson. We do not
determine building code compliance.

The Department receives consumer complaints
regarding all of those trades that we license.
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was never a denial that somebody else owned the
furniture.

REP. LAWLOR: Okay. Are there any other questions?
If not, thank you very much, Sir.

ATTY. WILLIAM BUMSTER: Thank you, ladies and
gentlemen.

REP. LAWLOR: Next is Melissa Marshall.

MELISSA MARSHALL: Good afternoon, Senator McDonald,
Representative Lawlor, and Members of the
Judiciary Committee. My name is Melissa
Marshall, and I’'m the Executive Director of
Advocacy Unlimited.

I am here today to testify on two bills, House
Bill 6391, AN ACT CONCERNING INVOLUNTARY
ADMINISTRATION OF PSYCHIATRIC MEDICATION FOR
THE PURPOSES OF COMPETENCY TO STAND TRIAL, and
House Bill 6987, AN ACT CONCERNING THE RIGHTS
OF INMATES WITH MENTAL ILLNESS.

Advocacy Unlimited is an organization run by
and for people with psychiatric disabilities
that promotes and protects the rights of people
with psychiatric disabilities. AU provides an
intensive education course to individuals with
psychiatric disabilities across the state.

For the last 36 months, AU has been offering
this course to residents of the medium security
section of the Whiting Division at Connecticut
Valley Hospital.
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AU is opposed to House Bill 6391 as drafted.
The present version permits forcibly medicating
competent pre-trial detainees without
sufficient due process.

That is, it allows for competent individuals
who are presumed innocent to be forcibly
medicated without even a substitute decision-
maker, such as a conservator, or without
judicial oversight subseguent to the Superior
Court’s order.

However, AU supports the bill with amendments
proposed by Dr. Michael Norko previously, and T
have a copy of that, and I believe you have
copies of that.

Dr. Norko, in collaboration with AU and the
Connecticut Legal Rights Project, has developed
substitute language that all parties find
acceptable.

It provides for periodic review every 180 days,
requires the healthcare guardian to file
supplemental reports by changing the word may
to shall, and deleting the words or unwilling,
thus eliminating the possibility of the
defendant capable of informed consent from
receiving unwanted medication under this
provision.

While AU does not support the forced medication
of individuals, it does not oppose the proposed
legislation with the recommended changes that
are attached.
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AU supports House Bill 6987, AN ACT CONCERNING
THE RIGHTS OF INMATES WITH MENTAL ILLNESS. The
bill helps ensure that inmates with psychiatric
disabilities have access to vital mental health
services, with the considerations that NAME
mentioned earlier. I'd be happy to take any
guestions that you might have.

REP. LAWLOR: Thank you. Are there questions? If
not, thanks very much, and we’ll keep in mind
the, your support of Dr. Norko'’'s proposed
compromise. That seems like that’s a sensible
resolution--

MELISSA MARSHALL: Thank you very much. I
appreciate that.

REP. LAWLOR: Next is Robert Kalman.

ROBERT KALMAN: Good afternoon, Representative
Lawlor and Honorable Members of the Judiciary
Committee. My name is Robert Kalman. I am an
Advocacy Unlimited Board Member and graduate,
residing at Whiting Forensic of Connecticut
Valley Hospital.

Today I am here to speak on House Bill 6391 and
to urge you to promote opportunity, kindness
and protect the rights of individuals with
psychiatric disabilities.

With my submitted testimony are presented
abstracts from cases and publications
addressing the opinions of different courts on
the legal implications of forced administration
of neuroleptics.
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In the past, I have taken Zyprexa and Depakote
for approximately two years, and I prefer the
term neuroleptic to antipsychotic. The
connection between the medication and the
perceived psychosis is often nebulous and the
effects go more to behavior than to the
dynamics of the mind.

Neuroleptic is the term coined by the French
chemist who developed the first such drug,
Thorazine, in the early 1950s. They took it
from the Greeks to convey the similarities they
saw in persons who took Thorazine with persons
given nerve agents.

After two world wars, they knew what nerve
agents did. From 2001 at Whiting, I witnessed
the forced applications of neuroleptics.
Witnessing the forced application of
neuroleptics shocks the faculty of
consciousness and thought.

Can you please imagine the impact on the
individual who 1is subjected to an intrusive
penetration by a needle in his body? The
person screams, begging for mercy. You can see
the fear in their eyes.

I have included an extract from The Journal of
the American Academy of Psychiatry and the Law.
Haldol is the drug most often forcibly
administered. The graphic here depicts how the
brain changes during Haldol withdrawal in terms
of receptor occupancy.

It is revealing and disturbing. It evokes the
commercial this is your brain, this is vyour
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brain on Haldol. Crime warrants punishment
with equal justice and by due process.

The legislative history demonstrates a clear
intention to bring due process protections,
when the state seeks to medicate a defendant
involuntarily in order to render him competent.

In the light of the legislative history and
court. decisions in the legislation before you,
House Bill 6391, Line [n] must delete the word

unwilling or in order to protect the pre-trial
defendant capable of providing informed
consent.

Connecticut is the Constitution State. It has
been ever since the 1959 General Assembly
enshrined the nickname in our state books.
It’s proclaimed on your standard-issue license
plates. This subscript is no mere slogan.
It’s the law.

Our constitution in Connecticut was designed to
protect the individual from the collective [Gap
in testimony. Changing from Tape 2A to Tape
2B.]

--pbut able, but unwilling but able to consent,
must be protected from forced medication.

In light of the legislative bill before you in
a hearing on forced medication, due process
requires no lighter burden on the state in this
context. The same principle i1s articulated in
State v. Garcia and the state must shoulder
this burden of proof.
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I concur with the Connecticut Legal Rights
Project in their proposal. Thank you for the
opportunity to address the Committee today.
Thank vyou.

REP. LAWLOR: Thank you very much, Sir. Are there
questions from Members of the Committee? If
not, thanks again.

ROBERT KALMAN: Thank you.

REP. LAWLOR: It’s very thoughtful. Next is Al
Chiucarello.

ALBERT CHIUCARELLO: Good afternoon, Representative
Lawlor, Senator McDonald, and distinguished
Members of the Judiciary Committee.

My name is Albert J. Chiucarello. I work at
Council 4 AFSCME, and I'm here today with
Presidents Pepe Leone and Testa from the NP-4
Unit.

I am here to speak in favor of House Bill 6984.
The union is promulgating this bill in that
that DOC does not have enough staff to man
their correction officer posts.

The bill would require the DOC to staff their
facilities utilizing a multiplier of 2.2 to
determine the number of correction officers
needed to man the continuous operation posts at
each facility. '

At the present time, the Department of
Correction is utilizing a shift relief formula
that does not allocate enough correction
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I submitted my testimony, and if you could read
that and give me the least bit of respect, that
would be great.

LAWLOR: Thanks, Mr. Ciriello.

CIRIELLO: Thank you, Representative.

LAWLOR: Are there any questions? If not,
thank you very much.

CIRIELLO: Okay. Thank you.

LAWLOR: Next 1is Susan Aranoff.

SUSAN ARANOFF: Good afternoon, Senator McDonald, ,[}62&32(2

Representative Lawlor, and the remaining b&%éﬁ%?/

distinguished Members of the Judiciary
Committee. You guys have my appreciation for
staying this long, and because of the late
hour, I will be fairly brief.

I have submitted written testimony on three of
the bills that were on today’s agenda. House
Bill 6987, AN ACT CONCERNING RIGHTS OF INMATES

WITH MENTAL ILLNESS TO RECEIVE TREATMENT.

And, oh, I should say before I get too far into
this. I am a staff attorney for Connecticut
Legal Rights Project, which is a nonprofit
agency that provides legal services to indigent
adults who have or you are perceived as having
psychiatric disabilities and who receive or are
eligible to receive services from DMHAS.

And I provide legal services to individual
clients. I also supervise four paralegal
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So if the person, you know, is clinically
suitable to receive treatment in the community,
they should. And so again, the Department
might have its own reasons for doing that.

But it just a long way to, in the direction of
their recovery initiative, which, you know,
they are leaders leading the country in that
direction. So that'’s another giant step.

The bill that I want to spend the remainder of
my time on, House Bill 6391, AN ACT CONCERNING
INVOLUNTARY ADMINISTRATION OF PSYCHIATRIC
MEDICATION FOR PURPOSES OF COMPETENCY TO STAND
TRIAL. You’ve also heard a lot of testimony on
that one today.

And when Dr. Norko testified, he indicated that
he had been meeting with some members of the
advocacy community and that together we had
kind of come up with compromised language.

My apologies to Members of the Committee for
not including any Legislators in that process,
but in the future, we will know to do that.

And Dr. Norko did meet with us and negotiate in
good faith, and the language that we came up
with, while we would never support a bill that
expands the state'’s power to involuntarily
medicate people, we wouldn’t oppose it in its
modified form.

If T could just indulge the Committee for a
couple more minutes on that. We strongly
believe that the bill as drafted would violate
the U.S. Constitution.
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The reasons why is that the United States
Supreme Court in the area of involuntary
medication has found that to be, that we have a
significant liberty interest in avoiding the.
administration of unwanted psychiatric
medication.

And that right can only [Gap in testimony.
Changing from Tape 2B to Tape 3A.]

--the state can do that. And the way the bill
is drafted, it would permit continuous
unmonitored medication of people who have been
found competent to stand trial and are either
unable or unwilling.

So you could be capable of giving consent to
medication, not be dangerous, be competent to
stand trial, be someone who is presumed
innocent, and have the state, for an indefinite
period of time, pre-trial detainees can wait a
long time, administer medication to you that
can be fatal.

Even in the best of circumstances people have
to make these awful choices between alleviating
psychiatric symptoms or, you know, and enduring
really significant side effects.

So for all those reasons we have significant
issues with the bill as drafted and as everyone
has indicated, and Mike Norko has given you the
language that’s also attached to my testimony.

He was proposing to not be able to medicate
people who are able to consent, but not
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consenting. And then also to have periodic
judicial review, I think 6 months or 180-day
orders, which fairly comports with how
medication is done on the civil side.

The last thing, and then I promise I’1ll be
done, is that even with the amendments, the
proposed amendments, one marked difference,
administration of medication on this criminal
side and the difference on the treatment side,
because these are folks who either has to be
said are being medicated only for competency
purposes, not for treatment purposes. Big
distinction there.

But one difference is, i1s that in all of the
situations on the civil side, there is a
substitute decision-maker. There’s someone who
stands between the patient and the docs who
decides what meds, what combinations, what
dose, who checks in and sees, you know, how the
person is doing.

Are they experiencing side effects, are they
over-sedated, are they gaining weight, you
know, these meds have serious issues.

In this side of things, there is a healthcare
guardian, but that person isn’t a decision-
maker. That person’s purpose is to inform the
court. So that person will do some
investigation before the court issues an order.

And then under the new bill, that person would
submit reports back to the court. But that
person in no way determines what the docs do.
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The docs are free once the courts, you know,
turns on the on switch, docs are free to
administer whatever meds they want, whatever
dose, and whatever combination and there is no
substitute decision-maker.

When I discussed this with Dr. Norko, you know,
he was sympathetic and it really is an anomaly,
because it’s just not how it goes on the civil
side of things.

But he thought it was kind of too much to take
on at this point in time to change that,
because that would be a question of changing
all of 5456D or K or whatever it is. Not just
this particular bill.

But I just wanted to point that out to the
Committee, because it’s pretty significant. In
every other situation, advanced directives, you
know, guardians, all those other situations,
there’s always someone between the patient and
a doc making decisions, but not here. Thank
you. I’'d be happy to take questions.

REP. LAWLOR: Thank you. Are there questions? If
not, thank you very much. Roger Vann.

ROGER VANN: Senator McDonald, Representative
Lawlor, and Members of the Judiciary Committee,
my name is Roger Vann. I‘m the Executive
Director of the ACLU of Connecticut.

The ACLU of Connecticut generally supports
House Bill 6987, AN ACT CONCERNING THE RIGHTS
OF INMATES WITH MENTAL ILLNESS, except for any
portions that conflict with settlement
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Good afternoon and thank you for this opportunity to share our Agency’s perspective on several
of the bills on your agenda today.

Raised Bill No. 6390, AAC Treatment Options for Defendants Found Not Competent to
Stand Trial would allow criminal courts the option of ordering DMHAS to provide community
placement and mental health treatment of certain defendants who have been found to be not
competent to stand trial, and non-restorable pursuant to the provisions of Section 54-56d of the
General Statutes. Under current law, the court can order DMHAS to pursue civil commitment to
a hospital for these individuals. DMHAS can then decide, usually after some period of
hospitalization, whether the individual is a good candidate for furlough and conditional release to
a community program. Our Office does not oppose the general concept of this bill because we
recognize that there are some individuals who may not be competent to stand trial but for whom
civil commitment to a psychiatric hospital is an unnecessary and unhelpful step. The bill affords
the court the option of ordering DMHAS “to provide services to the defendant in a less
restrictive setting.” However, please note that the language about who is getting ordered to do
what is critically important. We would oppose any attempt to change or interpret this language
such that an individual who does not meet the criteria for civil commitment to a hospital could be
ordered to accept outpatient treatment if that individual is unwilling to do so.

Raised Bill No. 6391, AAC Involuntary Administration of Psychiatric Medication for
Purposes of Competency to Stand Trial would allow a court to order involuntary
administration of medication in situations where an individual is determined to have been
restored to competency pursuant to Section 54-56d, but then refuses to consent to continue to
receive psychotropic medication. Our Office opposes this measure. While we recognize that
there may be some individuals who will evade prosecution by refusing to consent to continued
medication, forcing a competent person to take powerful, and in many cases potentially risky
drugs that can significantly alter thought processes, moods and emotions constitutes a major
intrusion by the state on fundamental personal rights. Although it is not often reported in the
news media, many of the psychotropic drugs used to treat major mental illnesses are associated
with significant side effects and risks to physical health. Different individuals respond
differently to these medications. While the drugs may control symptoms in many cases, and
many people find them useful, they also can deaden emotions, impede thought processes, cause
considerable changes to body metabolism, and sometimes can even cause serious damage to
organ systems, With some of these drugs, the potential for harmful effects on health increases
over time. It has been our Office’s experience that many people who refuse to consent take

Phone: 1/860-297-4300, 1/800-842-7303; TTY: 1/860-297-4380; FAX: 1/860-566-8714
www.ct.gov/opapd
An Affirmative Action / Equal Opportunity Employer
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medication have had prior bad experiences with particular drugs, or articulate other sound
reasons for not wanting to take them, Because the decision about whether the benefits of taking
these drugs outweigh the risks is a highly personal one with implications for a person’s ability to
think and feel emotions as well as for one’s physical health, the law should not impose these
drugs to anyone who is competent to make informed decisions on their own.

_Raised Bill No. 6987, AAC the Rights of Inmates with Mental Illness would address a

number of the issues our staff has noted during the course of investigating complaints and
advocating for prisoners with mental illness. In fact, the provisions of the bill run parallel to
some of the terms of a settlement agreement our Office and DOC entered into several years ago
to resolve litigation we had initiated over the treatment of inmates with mental illness in
maximum security and designated mental health housing units. The bill would extend the reach
of those provisions of that settlement agreement beyond those particular units. Specifically it
requires that inmates be afforded an opportunity to privately communicate with a mental health
professional (as opposed to having to discuss one’s mental health status through a cell door
where neighbors and custodial staff can listen in). It would also require: face-to-face

~ assessments prior to injtiating medication; reviews of proposed disciplinary sanctions involving
inmates with mental illness to ensure that discipline is not being initiated simply in response to a
behavior that is a manifestation of the inmate’s mental illness; and, where possible, an
opportunity for a mental health professional to intervene prior to using force against an inmate
with a known mental illness. -

Our Office fully supports this bill. However, I.cannot help but note that there is some risk that if
it becomes law, we may create the impression that our prison system will become a safe and
acceptable place to send people with mental illness. In truth, prisons are, and will always be
unsatisfactory places to house people with psychiatric disabilities. Nonetheless, it is estimated
that between 12 to 16 % of DOC inmates have mental illnesses serious enough to require
treatment. In fact, as is true across the country, the number of inmates in Connecticut prisons
with significant mental illnesses now far exceeds the number of people being served in state
psychiatric hospitals. Incarceration has an enormous impact on the lives of those individuals,
and they, in turn, significantly impact the resources of the law enforcement, judicial and
correctional systems. So, while we want to protect the civil rights of inmates who have or who
may develop mental illnesses, we do not want to encourage the practice of incarcerating even
more people with mental illness by creating the inevitably false impression that we are making
our prisons into good treatment and programming environments. Above all, we cannot lose sight
of the reality that many (though admittedly not all) of the people with mental illness who are
now being charged and convicted of offenses would never have gotten into trouble in the first
place if relevant community-based services were more readily available.

On a more technical note, I am given to believe that one of the provisions of the bill may not be
fully consistent with language in a consent decree the State entered into a number of years ago
regarding mental health services at the York institution. Our Office was not involved in that

case, but I believe you will be hearing some suggested language from a representative of the
ACLU.

Thank you for your attention. If there are any questions, I would be happy to try to answer them.,
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BEFORE THE HONORABLE SENATOR MCDONALD, THE HONORABLE REPRESENTATIVE LAWLOR,
THE DISTINGUISHED MEMBERS OF THE JUDICIARY COMMITTEE

_H.B. 6391

PusLIC HEARING, MONDAY, FEBRUARY 5™, 2007
Testimony of Robert Kalman, Board Member for Advocacy Unlimited
P.Q. Box 351 Silver Street
Middletown, Connecticut 06457
Good afternoon, Represéntative Lawlér, Senator McDonald, and Honorable members of the Judiciary
Committee. My name {s Robert Kalman. I am an Advocacy Unlimited Board Member and graduate,
residing at Whiting Division of Cﬁnnecticut Valley Hospital.

Today, I am here to speak on House Bill 6391 and to urge you to promote opportunity, kindness, and
to protect the rights of individuals with psychiatric disabilities. With my submitted testimony are presented
extracts from casés and publications addressing the‘opinions of different courts on the legal implications
of forced administration of neuroleptic medication, (3 are from Connecticut, 1 from Massachusetts, and
1 from the Supreme Court). Following those is an extract from Mylers Side Effects of Drugs, (a Dutch

. publication that tracks and analyzes the side effects of ‘medications). History shows us that a

Government's use of force must be restricted when it pertains to forced administration of neuroleptics.

In the past, I've taken Zyprexa and Depakote for approximately two years and I prefer the term
“neuroleptic” to “antipsychotic.” The connection between the medication and the perceived psychosis is
. often nebulous, and the effects go more to behaviar than to the dynamics of the mind. Neuroleptié is the
term coined by the French chemists who developed the first such drug, Tharazine, in the early 1950s.
They took it from the Greeks, to convey the sfmilarities they saw in persons who took Thorazine with
persans given nerve agents. After two World Wars, they knew what nerve agents did.
From 2001, at Whiting I witnessed the forced applications of neuroleptics. Witnessing the forced A

application of medication ~ It shocks the faculty of consciousness and thaught, Can you please imagine
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the impact on the individual who is the subject of the intrusi\)e penetration by é needle into his body? The -
persons screams, begging for mercy. Ihave heard it numerous times. You can see the fear in their eyes.
I have included an extract from The Journal of the AMERICAN ACADEMY OF PSYCHIATRY AND THE Law. Haldal,
is the drug most often forcibly administered. The graphic here depicts HDW the brain changes during
Haldol withdrawal, in terms of “receptor occupancy,” seen going left to right. It is revealing and
disturbing; it evokes the commercial: “This is your brain; This is your brain on Haldol.” Crime warrants
punishment ~ with equal justice and by due process! The legislative history demonstrates a clear intention
to bring due process protections, when the state seeks to medicate a defendant involuntarily in arder to |
render him corﬁpeterit to stand trial,
In the light of the Legislative history and Court decisions, in the legislation before you H.B. 6391, line
[m mljst delete the words “unwilling or~in order to protect the pratrial defendant capable of providing
informed consent. Connecticut is the Constitution State. It has been ever since the 1959 General
Assembly enshrined the nickname in our statute books, It's proclaimed on your standard-issue license
plates, this sobriquet is no mere slogan = it's the LAW, Our constitution in Connecticut was designed to
protect the individual from the collective and has worked amazingly well in thc? past. The state and the
mental health system can'’t identify a “collective brain”~ as therais no such thing. Pre-trial detainees who
are able, but unwilling to consent to medication must be protected from “forced medication”.
In light of the significant liberty Interest at stake in a hearing on forced medication, due process
requires no lighter burden on the state in this context. The same principal is articulated in sgt_g v. Garcia,
| and the state must shoulder this burden of proof. I concur with the Connecticut Legal Rights Project in
their proposal

Thank you for the opportunity to address the committée today on this impartant bill.
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Attachments for Mr. Robert Kalman’s testimony

Documents include:

e  Limitations of Brain Imaging in Forensic
' - Psychiatry
Neuroleptic and Antipsychotic Drugs
Doe v. Hunter :
State v. Garcia
State v. Jacobs
Guardianship of Roe
Washington v. Harper
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6 - Neuroleptic and antipsychotic drugs

INTRODUCTION

Since the introduction of chlorpromazine in the early
1950s. a Jorge numbcr of phenrothiazines wilh antipsy-
chotic properties have becn discovered. Several other
chemical structvres with similar therapeutic properties
have also been introduced. The range of usclulncess of
these agents includes the treatment of schizopbrenia,
manta. certein organic psychoses, certain. deprassive
states, and a variety of lesser indications. In schizo-
phrenia they arc used not only 1o treat acuse cpisodes
but also for long-term maintenanco treatment.

These drugs also have a distinct pattern of adverse
effects, some of them severe; the latter are, in part,
duc to the effect which these drugs. with the partis]
saception uf atypical nocuroleptic drugs, such as clozn~
pine, have on the cxtrapyramidal system, No systematic
reporting and evaluating systerh for documenting these

ndverse effccts has evolved. Bven the recognition of an-

adverse effect may be difficult in oo Individual ease; for
example, akathisia may be difficult fo differentlate from
an cancérbation of the Hiness and ofcen has 8 deloter-
fous cffcct on complinnce (1R), Thus, ths true incidence
of adverse effacts i9 not known, and it i3 often uneertain
to what extent one drug differs from another,

There have been many shifts of vicw on the carrect
dosages to be bged. and no siruple rules can be given.
For example, some adverse reactions are more likely
to oecur at high or more prolonged dosca, yor once
they have biaen cstablished cextaln of them may, within
limits, be aggravated by lowering the dose and alle-
visted by ralsing it, In one double.blind study, newly
admitted schizophrenic patients were randomly given
haloperidol 10, 30, or B0 mg/day orally. Survival
analysis showed no differences nmong the three groups,
nor werc there any difforonces in cxwapyramidnl cf-
fects, In a etudy of fuphonazine 10, 20, ond 30 mg
orally there was no differences in outcome, but dose-
related eutrapyramidil effects (2). These findings throw
into profile the very importont issue of whether higher
dosages of antipsyohotic drugs provide any ndditiona{
beneficlal effect jn the aeatment of acuto or exacer-
bated schizophrenia, and whether such doses are really

‘morc prone 1o produce catrapyramidal clfects (us is

commoaly belieyed) or not, More recent opinion woula
be thar high doacs aro oo more beneficinl and cause

more udverze effects (3),
The wide ronge of dozages used, not only In differant

‘conpditions but also within the sama condition, may be

rolated to Inrge laterindividual differences in plasma
concentrations, Despite much research in the lust de-
cadc, consistent relations between plasma conccatra~
tions of peuroleptic drugs (including their metabolites)
ona (herapcutic cffects have not been demonstrardd,
The mhnonshnp between unwanicd effects and plasma
cof romains indistinet; A rolotionship be-
tween plasma and CSF concentrations and extrapyrami-~
do] adverse effects has becn claimed (SED-11, 105).

Behavioral worscning on high-dase neurcleptic drugs Is
a well-recognized clinical phcnomenon (4, 5%). This bas
also been described In patienta with very high plasma
<oncentrations .of neurolephc drugs (6%), Convulsions
have also been described in aszociation with very high
circularing concentrations of clozupine (7°), While there
arc no cleur indications ar the presene time for rautine
monitoring of plasma concentratiops, such measure-
ment may be helpful in evaluating and managing trcat-
ment failuxes ox dealing with unusual or severe adverse
effects, In the case of cozapine, plasma concantrations
are thought tg be usclul for mopitoring clinical re-
sponse. The entire problem of finding for the individual
patient a dosnge which balonecs safety against efficncy
is likely in this fleld to center on the issue of avoiding
severe nevurolopical probloms such as tardive dyskina.
sin; the dovage question i3 thercfore nurther discussed
in the nourological scction of thc monograph which
follows.

Cholce of neuroleptic drug

In controlled studics, all typical gurrent ncurolepric
drugs have been shown to be similar in therapeutic
efficacy, provided they are used in truly equivalont
doscs. Qcensional differences may relate to the

methodology of the studies, e.g. diagnoses, difficulties
of arriving at equivalent dosages in early studies of new
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drugs, cte. Drygs stich as promazine arc much less
polent on a milligrom basis and less efficacious pechaps
because of adverse cffccts which muy well pravent the
prescription of equivalent therapeutic dosages. The
choice of a drug, therefore, depeads on other factors,
namely the adverse cffect profilc of the drug, the clinical
characteristics of the patents, and perhaps the dosired
rourc of adminisuation. If rapid treatment is pecessary,
a drug which has o parenteral form will ba required. In
_ other situationz, an oral liquid msy be deemed neces-
sary; in sitvutions where compliunce is a problem, otal
long-ueting agents such s penfluridol can be given at
weekly infervals under appropriate supervision, Other-
wisc, puronteral Jong-neting agenis such as fluphonozine
docanoate may be piven st more axtended intcrvals,

From a therapeutic point of view, all typical nouro-
leptic drugs are cqual; no single drug or chemical class
appears to be superior to another. While thera is 2 good
cationole for using ‘morc scdative’ drugs for treating
excitad patients, there has nonetheless been a tendency
of Jate to use more potent drugs which can be adminis-
lercd parentorally in higher dosages, A rationale for
using morc thon one peurcleptic in cestain situationy
perhaps exists, but data to support this are lacking.
In younger excited males Who are vulnerable (o acute
dystonic reactions, the bse of more scdarive agents such
as chlorpromazine or thioridazine that afe less likely
ta producc oxtrapyramidal adverse effects (particularly

to dystonis x &) may bave merir. At lhe other
end of the scale, patients who are elderly or vulnerable
to curdinc arrhythmias may do better on low dosages
of more potenl neurcleptic drugs such ss haloparidol,
‘fluphenazine, and thiothixene, Low-potency drugs have
an adverse effect profile characterized by sedation and
multiple peripberal efects, most notably anticholinergic
(blurred vision, constipation, sjaculatery disturbance),
curdiovascular (hypotension, dyschyhmias), snd eado-
‘crine (weight gain, sexual dys{unction). In a hot sunny
climare ane might recommond not using chilorproma-
zine becausa of photosensitivity,. While high-polency
drugs have minimal peripheral clfects, thay eause mors
CNS cffcots, such as extrapyrumidal effects and
behavioral chunges. .

In general, one seiccts an sgemt according to the
clinical condition, OT the patient, tho prior fesponse ko
a specific agent (il kaown), compliance, the palicnt’s
ags and physical state, and the advarze eficcts that
would be more or less peceptable to individual subjecis.
The adage that one should not dismiss older drugs
simply becuuse they arc old js pertinent horo; ncurolep-
tic drugs, which havc beon available for a long time,
may bc a better choice for routine use because their
properties and risks arc beat defined. They may ateo ba
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‘preferable for use in specialized eages, ¢.g. prognanc |

than drugs about which we still know Icss. AM clipicia
who uwge drugs of this type should be famillar wi-
several ditferent neuroleptic drugs that have betwoe |
them a spectrum of adverse cffests and potenciey,
that they can svlest and modify their treatment, Eve
if *atypical’ neuroleptic dmpgs, like clozapine, becon
widely available and practicul 1o use, it is unlikely th
this spectrum of variation will expand very mueh, «
that one ncw drug will become dominang alterpativ
drugs wilf continue to bo necessary. An awarencss |
the adverse effects profile of individual neurolept
drugs will continue 10 be a major determining factor |
the choice of an antipsycholic agent. Clozapine h:
cernajn advantages over typical neuroleptic drugs. Ic
particularly cfflcacious In the trvatmont of the ncgatii
symptoms of schizophrania and has significant ther
peulic effects in treatment-resistant patients, on bot
positive and negative symptoms. Clozapine does nu -
produce extrapyramidal effcets und improves snd ma
provent tardive dyskinesia (BR, gRy,

Rispcridone is efficacious on beth positive an
negative symptoms aid has a reduced risk of cxuraps
ramidal sffects (10%). There is a relation betwecn dot
and cxtrapyramidal cffces (11€). Comprohensiy
roviews of specific antipsychotie drugs, including cloz
pine, olanzapine, maclopride, remoxipride, risparidon
and zotepine have heen provided io eaxliay volura
(SEDA-16, 55; SEDA-17, 58; SEDA-18, 52; SEDJ
19, 51; SEDA-20, 46; SEDA-21, 000). The supcriorf
of atypical neuroleptic drugs is now well demonstrate:
because thc adverse eflects profile is advantageou
thus, it §s cortain that in the near future the chojce
agents will be between on atypical drug and anotc

In this Chapter, information on all nouroloptic dru
will be dealt with in a single monograph; the limir
variations between the alternative drugs in the cla
will be dealt with in the appropriate subscetions of tf
monograph, )
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ORGANS AND SYSTEMS

‘Cardiovascular Hypotension is the most commonly
observed cardiovascular adverse sffevt of antipsychotic
drugs, particularly after administration of those that are
also potent «~adrenccsptor antagoaists, such as chlor-
promazine, thioridazinc, and clozapine. A central me-
chanism involving the vasomotor regularory center may
also contribute to the Jowering of blood pressurc. Anti-
psychotic drugs of high 4nd intermediate potency, such
us-haloperidol and loxitane, have minimal a-blocking
cffccts and wauld be less likely to cause such changes,
although in one report orthostavic changes (a fal of 30
mmHg) were reported with these drugs in 27 and 22%
of cases reapectively (SED-11, 106). An exceplion to
tha relatively safe use of high-potency agents hag been
noted in the combigation of droperidol with the narcolic
fentanyl. which may causc marked hypotension (13%).

Eb@s29z 0L

0010LL

1

[2003/038
" Newroleplic dnd antipsychiotic drugs ~ Chapier &

Orthostatic hypotanslon and syncope have been re-
ported after clozapine (14%).

Hypotcnsive episodes often occur after postural
changes and may thercfore be particularly hazardous in
susceptible patieats, such as the elderly und thosc with,
doploted intravassular volume or roduced cardiovaseus
lar output. The risk of orthostatis hypoteasion is mar-
kedly incremsed after arentera] admimistration. The
comb nal oh Of a-8 renocep or b'ocka € an  se atve
effects’ may cxplain the focreascd Tisk of falling when
wking antipsychotic drugs (SEDA-12, 52).

Antipsycholtie drugs are vagolytic and can incraase
resting wnd exercize heart rates. Bradycardia is unusual,
Red..don.nex.r-y-nd.d__d. . pt.an_._.x
as o result of drup-induced Increases in plasma ca-
techolamine .concontrations dnd concurrent w-adreno-
captor bloskada (15"3

Electrocardiographic changes ste relatively common
during treatment with antipsychotic drugs, but there js
a Jack of upanimity re~~vdin~ the clinical si~nifi~~hc~

. of thosc findings, The changes that are generally consi-

dered benign and nan-specific ara reveraible after with-
drawal. Potentiolly more gerious changer include pro-
longation of the QT inter.al, dcpression of the S.
segment, flattened T waves, and the appearance of U~
waves, Non-specific T wave changes are commonly scon
during the mid-aftermoon, snd may be rclated to the
poassium shift and other chaoges that result alter
meals, 50 that a pre-breakfast cardiogram may be more
desirable. “I'wo types of ' wave chzmgcs have becon
‘szerbed a’ ertren men w' T "o sznertypel ‘wt
rounded, flat, ar notched T waves) and zype 1I (with
di hasic T waves (16, Frolongation of the QT
interval i3 most commonly scen with thioridazine und
roprosents deluyed ventsisular repolerization (a quini-
dine-like effcct); this action has spumred investigation
of these agents as antiarrhythimic drugs (SED.A-5, 42).
Pmlongation of the QT interval i3 afso scen more often
in paticnts taking morc than 2000 mg of chlorpromazine
equw:\lems daily (17°). In one repont, the usc of carba-
mazepine and baloparidel led to prolongation of the
QT. interval and cardiac complications (18%. Cardiac
dysrhythmias have been reporied, and include ardal
dyarhythmias, ventricular tachycardia, and venricular
fibrillarion. Several cascs of torsade de pointes have

been reported in association with thioridazine (19°,

20°) and With hiph-dose intravenous halopesidol
(SEDA-20, 3G). The risk of cardiac dysthymhmias is
dose-rolated, and is increascd by preexisting cardiovas-
cular pathology (SEDA-2, 48), interactions with other
curdiovaseular or psychotropic drugs (partcularly the
highly antichofinergic tricyclic antidepressants). in-
creased cardiac sensitivity in the elderly, hypokalemia,
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Chapter 6

and vigorous exercise. In elderly people it is advisable
to avoid Jow-potency neurcleptie drugs, such as thiori-
dazine, which produce significantly more cardiographic
changes thun high-potency agents, such as fluphenazine
(21%). In any. paticns with pre-existing heary disease, &
pre-trcatment cleetrocardiogram with routine falluw-vp
is recommendcd.

The posuibility that some of the cardiac eflccts of
thioridazine and chlorpromozine may be rclated to me-
tabolites a5 well as the parent compoupd bus been ex-
plored (16%, 22°) bur necds further investigation.

Cardiomyopathy has been associated with antipsy-
chotic drugs, including clozapine (23°%, 24F, 25¥),

The role of neurocleptic drugs in sudden death i con-
troversial (SEDA-18, 47; SEDA-20, 36; 26°7). There

- may be multiple non-cardine causes, including asphyxia,

convulsions, or hyperpyrexia. Howoyer, some cases of
suddun death in apparently young healthy individuals
may ba directly attributable to cardiac dysrhythmios
after treatment with thioridazine or chiorpromazine
(27%). There have also been rcports with parenteral
and high-dose haleperidol, iruplying r cerdiotoxic me-
chanism (SED-11, 107), and this may slso hold 1rue for
=ny other neurcleptic drug uzed in & similar manner.
Cardiac arrest was attributed to risperidone in a patient
with no history of cardiac disense (287, and one case of
asystolic cardiac prrest was reporied after inavenous
haloparidel (29°). Scveral cascs of torsade de pointes
havc been reported with intravenous haloporidol vsed
with lorazepam to treat delisium (SEDA-18, 47; 309
and with low-dose oral haloperidol (317). Acid mucopo-
lysaccharide deposition may be associated with antipsy-
chotic troatment o5 a possible mechanism contributing
to rare cardiovascular adverse events (SED-11, 107).

Polyserositia (paricardial cffusion, plaural effusion,
and pericardilis) has been reported in a patient reated
with clozapine (32)

Respiratory Tho gag and cough refiexes con be sup-
pressed by neuroleptic drugs (SED-11, 107). Periadic
examination of the pag reflex, particularly in patients
with tardive dyskinesia, has been recommended. "

Acute scppiratory failure, which may be complicated
by pncumonia, has been reported in psychiaaic patients
receiving long-term neuroloptic drugs (SED-14, 107).
Pulmonary embolism without a primary focus way
surprisingly frequent in cages of sudden death. Aspir-
ation asphyxia in patfents treated with ncuroleptic drugs
has been described (SED-11, 107), and iy has been
suggested that this could have been due 1o faryngeal-
pharyngesl dystonia (33%). Patients with asthma trouted
with antipsychotic drugs may be at increased risk of

- serious compliculions of asthina (347).

A single case of {atal pulimonary cdema was reported
1492
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in 1982 In asgociation with faloperidol (35°). Diaphrag-
matic, lsryngeal, end glottal dyskincsias have beon de-
scribed ag part of the lardive dyskinesia syndrome and
may cuuse respiratory complications (36°, 37°)

Nervous system Behavioral adverse ¢ffects Over-
sttdstion and/or drowsiness is the mosl cominog adverse
cffect of ncurcleptic drugs. Howeves, most parients
develop tolerance to this cifcct. ln addition, ncuroleptic
drugs ¢an a depression-like syndrome. This
should be differentiuted from nenrsleptic-induced aki-
ncsia, Long-acting drugs have beep particwlasly impli.
cated (SED-11, 107; 38%). However, a doublc-blind,
placcbo-controlled, randomized study of long-actng
novroleptic drugs did not support this conclusion (39°).

Toxic deliritin caused by ncuroleptic drugs with po-
tent santicholinergic properties has been widely reported
(SED-11, 107), and has been reported with low-dose
clozapins (40%). Physostigmine can alloviwte these symp-
toms and iz useful disgnostically. Other uncommon
behavioral effects Include psychotic exacerbation, cata-
tonia-like gtates, apd Kluver-Bucy-like ' zyndrome
(SED-9, 81: SEDA-7, 67; 38%).

The extent to which neuroleptic drugs impair mental
activity jo disputed, A rocont study hus shown that the
more anticholinergic awvtipsychotic drugz impaircd
short-term verbal memory (SEDA-18, 48; 41°%). One
study showed that schizopnrenic patieats who took neu-
roleptic drups had superior informartion processing com-
parcd with unmecdicated schizophrenic paticnts; the au-
thors claimed that neuroleptic drugs probably do not
couse, ond muy nctunlly reverse, slownest of informa-
tion processing in schizophrepic patients (42°). How-
cver, a substantial number of schizophrenic parients
declare that neuroleptle drugs sluw their thinking, cause
them to forget, and remove intcrest and motivation.
These responses to neuroleptic drugs are claimed to be
dysphoric and axe often gssociated with drug-induced
cxirapyramidol Symptoms, particularly akathista (43).
Akinesia may also contribute to feclings of apathy and
diminished spontancity, and can bo difficult to distin-
gulsh from the aegative symproms of schizophrenia or
the psychomotor retardation of post.psychotic depras.
sion (44%). Impairment of copnitive fupction related 10
ncuroleptc drugs has been reviewed cxiensively (457).

Obsessive-compulsive symptoms have been deseribed
with both typical neurolsptic drgs (¢.g. chlorproma-
zine) and atypical neurolsptic drugs (e.g. clozapine and
risperidone) (SEDA-19, 51: SEDA-20, 47; 46°, 47%).

Effecrs on the convulsive threshold Neuroleptic
drugs causc slowing of w~rhythm and increased syn-
chronizution and amplitude with auperimposcd sharp
fast activity. They also induce discharge patteras in the
EEQ similur to those sssociated wilh eplieplic seizuraes

i
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of the grend mal or focal types (SED-11, 108). In a
study of clozapine-induced EEG changes, 13% of pa-
tionts developod spikes with no relution o dose or
serum concentration of clozapine; 53% developed slow-
ing of the ERG. Compared with plasma concentrations
below 300 ng/ml, a clozapine serum concenteation of
350—450 ng/ml led to more frequent and more sevexs
EEG slowing (48°%), Therc werc considerablc diffor-
ences in EEG patterns between classical ncuroleptic
drugs and clozapine (495%), Clozapine-trented patients

shawed significantly mare stage 2 sleep, mare stable

non-REM sleep (stages 2. 3, and 4), and loss stage 1
than paticnts treated with haloperidol or flupentizol. In
o longitudinal study, clozapine significancdy improved
slecp continuity ond significantly ‘increased REM don-

" sity, but did pot affect the smount of REM sleep

. segizure activity related to butyrophenones have been -

(56 Thc ncidence of convuislons associated with
typical neurcleptic drugs is relatively 1sre (probably less
than 1%) (SED-9, 81).

Predisposing factors to neuroleptic drug-induced sei-
zures include ap sbpormal EEG, pre-existing CNS ab-
normalitics, parenteral administration of high doses,
:I;\d a fomily history of scizures or febrile convulsions
(51%). .

Tt has baen suggested that the lezs potent scdative
neuroleptic drugs (aliphatic or piperidina phenothia-
zines) lower the convulsive threshold more than tho
potent ncuroloptic dvugs (piperazinc phcpothiazines)
(52%). However, variable and unpredictablc effects on

reported (537). Tne prevalence of scizures with cloza-
pinc Is higher than aversge (about 5%) and js dose-
dependent. Recent seports have doscribed four paticnts
who developed seizure activity while taking therapoutic
or subtherapentic doscs of clozapine (54, 557). An in
vitro technigue, claimed to assess the relative risks of
neuroleptie  drup-induced seizures, was reporied 10
produce striking differences between ncuroleptic drugs
in spilte activity in hipp 1slices, Tentutively, mol-
indone, pimozide, and butaclamol] are the safest com-
pounds in vitro (36%). Data from a well-desigoed in
vivo study are nesded before vonclusions can be drawn.

Extrupyramidal adverso offects con be classificd into
four groups: aeule dystonic renctions, wkuthisia,
(pscudo)parkingonism, and tardive dyskinesia. In addi-
tion, there are Jcgs common rardive conditions. which

Il be discussed below, Excapt for (ardive dyskinesia,
the extrapyramidal adverse effects are largely roversible
by glving anticholinergic drugs and withdrawing or low-
ering the dosnge of the neuroleptic drug. These effects

" have been-well roviowed elsewhere (SED-9. 78: SEDA-

7,'61; SEDA-16, 40; SEDA-18, 48; 35%).
The CYP2DE genotype it not a determinont of sus-
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ceptibility to acute dystonic rcactions, but may be a
contributory Fsctor in antipsychotic drug-induced move-
ment digoxdars, including tardive dyskinesia (57). The
hypothesis that extrapyramidal adverse cffects may
resule {rom neurotoxicity duc o oxidative domage by
neuroleptic drugs has been also roviewecd (SEDA-20,
39; 5B8%). Several studies have found a relation berweon
newoolcptic drug dosages, extrapyramidal adverse af-
fccts, and the degrec of Da receptor occupancy (SEDA-
18, 48; 55, 60°}). Aryplcal ncurolepnc drups, such
s olanzapine, quetiapine, risperidone, and sertindole,
cauge fewer extrspyramldal cffccts thsn typical ncurc-
Jeptic drugs (617, 62, 63°%, 64™). However, there
are repons uf extrapyramidal effocis associated with
these atypical nourclepuc drugs {(65°~—677), There was
a sjgpificant linear relation botwcen mcan change scores
on the Extrapyramidal Symptom Rating Scalo and i~
crensing risparidone dosc (68°X). Clozapins in particu-
lar has a morc favorable exteapyramidal effects profile
than other neuroleptic drugs (69°%).

Acure dysronic rcactions - These arc dramatic, acute-
onset muscular spasms that oceur within the first 24—
48 haurs after starting therapy, or in a few cuzcs when
tho dosage s increased. A circadian pattcrn of acute
dystonic rcactions has been described (707). The
muzcies of the head and neck arc mainly aFccled: opis-
thotones, torticallls, oculogyric erisis, and macroglossin
(all of which can pecur together) are dromatic cffacts
relieved by the use of intramuscular antiparkinsonian
or antihistaminic drugs. Acute laryngcal dystonia is
probubly an under-reparted yet poteatially fethal ad-
versa effect. It can mimic anaphylaxis (71°). A recent
comprehensive review has strongly advocated imme-
diate intravenous administration of anpticholinergic
drugs to relieve acute dystonla, Mon arc more prone
than women to this reaction, and the young morc so
than the elderly (72™). Drug-induced dystonia ean also
te precipitated by emotional arousal (73%, 74%). Tem-
poromandibular joint dislocntion ngsociated with neuro-
leptic drugs has been reported (75%).

Alathisia  Incidence rates of akathisia are reported
\0 be 25=75%. Most £a35es occur within the first few
days of anripsychotic treatment, and dosage ipcrease
has been identlficd a3 a risk futior (76). Akathisia Is
8 variant of the restloss lega syndrome assoclawcd with

. ansiety ond/or dysphorin (SEDA-19, 44; SEDA-20, 36;

77°=179"). Tt may be confused with an evacerbation of
the disorder being treated, Suicidal tendencies can
occur in psychotic patients who developed neuraleptic-

. induced akathisia (80°7), On the other band, rovomt

evidence suggests that depressive symptoms may not be
induced or .warsened, and may even be reduced, by
prescribing atypical nenraleptic drugs (81°, 82, §3°),
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Chapter 6

Subjects show various doprees of restlessness and an
inability to sit or stand sthl; in severc cases, the pre-
- sentation may merge with bahuvioral disorders, Akarhi-
sia observed at any timc, whether treated or mot, has
besn aszociated with a poor outcome. Antiparkinsoniun
ngents are somerimes helpful, 8-blockers often more so
(SEDA-19, 43 84°, R5°, B86). Low-dasnge mianserin
hay glso boen used in the treatment of aksthisia (877).
Parkinsonism and pseudoparkinsoniym Parkinson-
ism or pseudoparkinsonism Induccd by ncurelcptic
drugs is clinically judistinguishable from postencepha-
litle or classical parkinsonism. It begina in the head and
neck and causcs loss of movement in the muscles, which
spreads 1o the arms, producing varying degrees of nki-
ncsia and rigidity. Cancs of ncuroleptic-induced parkin-
zonism with dysphagis as ope of e maly foaturcs have

been reported (SEDA-19, 44; 88° 89° 907). Clozapine *

has litile or no parkinsonian offcet (91%). Olanzapine
was effcctive in extinguishing typieal psychotroplc-
induced tremor (92°). Different strategics for the trear-
mont of neurcleptic.induccd parkinsonjsm_bave been
reviewed (SEDA-18. 48; SEDA-20, 40; 93%, 94%) The
current WHO recommendation is thar anticholinergie
drugs should not be given routinely to patients who arc
starting to tuke nieuroleptic drups.

Tardive dyskinesin Originally, tardivc dyskinesia
was described 8 comprising spontancous irregular
movements, mainly affecling the mouth and tongue;
chewing, licking, and smacking movements of the
tonguc and lips were inveolved, including protrusion or
the tong) ide the b 1 cavity and vorious abpor-
mal movements of the. tongue within the buccal cavity.
This condition is now also knowp to include chor-
egatheroid movemsnis of Lhe fingers und toes, some-
thnes ossociated with rocking movements, and akathi-
sia; truncal muscles and respiratory muscles may be
involved,

Tardive dyskinesia usunlly occurs ufter long-terns usc
of neuroleptic drugs, but some cases of early onset (less
1han 1 year) have been reporled (SED-11, 108). In a
prospective study the cumulative incidence of tardive
dyckipesin was 5% after 1 year, 10% after 2 years,
15% after 3 years, and 19% after 4 yeam. The authors
suggested that prevalence inereases with increasing dor-
ation of ncuroleptic drug oxposure und that the increase
is linenr for at least t he fisst 4—35 years (95). Recently
tho aversge incidence sute of 1ardive dyskinesia was
estimated at 0,053/ycat nnd the S-ycer risk was 20%
(SEDA-18, 49: 96°%). In anather study, the cumulative
incidence jn padents over age 45 was 26, 52, and 60%
after 1, 2, and 3 yoars respectively (97°%). Figures vary
from center to genter. In a recent study there was a
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of 6.3% after 1 year, 12% after 2 yeare, 14% olter 3
yenrs, and 18% aftcr 4 years (98%), In patients receiving
ncuroleptic drugs the prevalence hag been rcported n3
0.5—65% (99%). One raviewer has gone so far as 1o
sugpest that tha prevalence of tardive dyskinesia among
all patients taking neuroleptic drugs is so low as not 1o
justity any alarm (1009, No cascs of the severe form
were found in a 12-ycar follow-up study of 99 chron.
ically hospitalized patients who had received extenslve
nevroleptio treatment (101%). Abscnee of sevore rardive
dyskinesia was reported In a group of Hungerian schizo-
phrenic out-patients (1027, Prevalcnces of 8.4—39%
were reporied in other cyoss-cujtural studics of differcnt
ethnic groups (103%, 104%, 1057, 105°%),

These wide varietions in provalenee sre perhaps due
to & lack of pracisa objective definition of the syndrome,
The zvailability of standardized rating scales (107°%)
and regearch diagnostic criterln represents a significant
udvance in resolving these problems (108"), A muld-
national study of vardive dyskincsia in Asigns (n = 982)
found the overall prevalence of tardive dyskinesin was
17% (range 8.2~~22.1%). There was a significant differ~
enea in tardive dyskinesls prcvalenco from center to
center within the same cthnic group. Reagons for such
a diffcrence remains unclear. Two studics showed that
Aflro-Americans have a preaster ineidence of tardive
dyaldnesia than whitas (965%, 97°%), At present there
is stll 8 lack of copvincing cvidcpee thar there ars
trie intercthnic differences in the prevalence of eardive
dyskinesia (109°, 110°R), -

The tonpue protrusion test, i.e. an {nability to main-
lnin tongue protrusion, i¢ 8 mcasure of severity, and is
prescot mainly when tardive dyskinesia occurs in an
advanced form; abnormal movements within the bucesl
cavity gcour over a much wider range of severity, sup-
gesting that abnormel Longue movements may be more
helpful in the carly detection of rardive dyskinesia
(111%). .

Copsiderable information, although net entircly
consistent, §s avollable on predisposing factors (SED-
11, 108; 99%, 112%, 113°). The condition is apparcatly
more commod in women and in the elderly: elderly
women in pardevlox seem pronc to develop the condis
tiop in & relatively severe (orm (SED-11, 108; 99%,
114%), It has been suggested that estrogen plays & role
(115°, 116™). Here too, howaever, the epidomiclogy hag
been challenged; not il studies have eonfirmed (hat
women arc mors vulnersble (1177), although the con-
sensux supports this conclusion.

Negative symproms of achizophrenia wers ssyociatad
with the scverity of orofacial tardive dyskinesia, and
positive symptoms were associated with Jimb dyskincsia
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cumulative incidence of presumptive tardive dyskinesia (118%). A rccent study showed har while age, scx,
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disgnosis, and race had no significant elfects on pre-
sumptive tardive dyskinesia, it was predicied by greater
antipsycholic drug exposurc: cach incroasc in antipgy-
chotic drug dose of 100 mg chlorpromozine cguivalents
resulted in a 5% increase in the hazard of presumptive
tardive dyskinesia (119).

The zclation batween handeaness and rardive dyski=
nesia hag been studicd. The estimated rate ravos, com-
paring left-handers and mixed-handors with purc xght-
handers, adjusted for confounders, was 025, The han-
dedncss clfcet wus stronger for mes than for women
(120). Antosomal jiphcritance of two polymorphic
Ser0Gly alleles (2-2 genotypc), but not homozygosity
for the wild-typa allele {3-1 genotypo), wus a susccpti-
bility factor (121°7). L
. The incidence of tnrdive dyskinesis among patienta
with oxtrapyramidal effects {8 2.32 rimes higher than
amang those without, and the risk could be even higher
during the [irst 2 years of exposure (95%),

Whether certain typical nevroleptic drugs are more
likely than others o cause tardive dyskinmesia is un-
known (112F), but virtuaily all currcntly preseribad
ncuroleptlc drugs, with the passible exception of arypi-
cal neuroleptic drups, such as clozapine, have been
associated with it (122°7). Although there ure findings
Rnggesting that atypical neuroleptic druigs are associated
with a low risk (123, 124), this nceds w0 be evaluated
in-morc prospeciive studles (123%, 125%),

Thera hgve been reportz of potential cusez of taxdive
dyskinesia attributed fo risperidonc, an atypical neuro-
loptic drug (126°—128%). At present, clozapine could

" be regarded os the drug of choive for paients with

tardive dyskinesia, especially for thosc with disabling
and/or dystonic featuros and for those who require long-
tor ncwroleptic drup therapy (129°%). A review of the
lierature did mot support the norion ‘that drugs with
central anticholinergic properties constiture a particular
risk Factor in tardlve dyskinesia. However, anticholincr-
gic entiparkinsenian drugs tend 1o produce reversible
increases in tho severity of dyskinetic movements, and
the authors suggestcd that apiiparkinzonian sgents can

.be used as pharmacological probes in the evaluation of

peuroloptc drug-induced movament disorders (102°,
1307, 131%). A history of drug-induced parkinsonism
and tardjve dyskinesia is sometimes strongly osSociated.

Prolonged treatment with neuroleptic drups incrensed
the risk of tardive dyskinesia (117); thiz finding husg
been supported by the preliminary results of 5 prospec-
tive study of the condijtion, but again there ure conflict-
ing results (1127, 113”). One particulor out-paticnt
study thowed that the duration of treayment with neuro-
leptic drugs did not cxplain the differonces in severity
of tuxdive dyskincuia (114%).

6bps2oa:0L

OD l 01482100”038
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A pasitive correlation between tardive dyskinesia and
dreulating neuroleptic concentrations has been r1c-
ported (1327); howcever, in one sludy there was no signi-
ficant diffcrence In serum copcentrations of thiorids-
zinc, its metabolites, or radio-receptar activity between
patients with and without tardive dyskinesia (133°). His-
tories of mora and longer drug-frce periods were more
common in modernte and gevers tardive dyokincaia than
in mild forms {134€), There was a positive association
betwecn neuroleptic-free periods and persistent tardive
dyskinesia (135, Some studics have suggested at dia-
betes mellitur may he a risk Eactor for tardive dyskinesia
(SEDA-16, 47; 1365%), .

There arc various other possible -risk factors, e.g,
orgondsity, nffceive disorder, a history of clectrocon-
vulsive therapy or nloohol abuse, and indiviqual suzcep.
ability (137,

Tnere are Jpsvfficient data to support the uso of drug
halidays in detecting the risk of tardive dyzkinesis, but
they may help to diagnose the covert type by unmasking
dyskinesia (112%),

The rate of roevergibility of tafdive dyvkincsiu after
drug withdrawal js 0—90% (99™). Since patients with
tardive dyskinesia rarely hava subjective complaints
(138%), periodlc asscyyment of dyskincric movements js
azzential to make an carly disgnosis and may incrcase
the opportunity to reverse (he disorder, Somc reporty
are yelatively encouraging regarding reversibility (1395,
140%); the charactorisiics of reversible and irraversible
forms have been reviewed, but no fism conclysion e4n
be drawn (141%), However, thc prognusis of tardive
dyskinesis was better in patients treated for a smaller
praperton of time and in those treated with lower doses
(142°).

In dealing with the wholc problem of dyskincsia the
preaminent role of prevention must bo emphasized
(137”‘). particularly beeauze treatment iz 20 uare-
warding. Various agents have been studied; they in-
clude agonists and anragonists at various CNS neuro-
teansmitiers, and newer dopamine xceeptor Antagonises,
which supposadly aet only at D; receptors {(dopamine
receplor sites not linked to adenyl cyclase). The fow
supposcdly positive resulits that have been claimed for a
number of drugs must be interpreted with grest castion
(SEDA~1B, 49; 143R), Rescrpine buy been vsed with
apparent improvement in symptomg, but dotcriorution

' followed withdrawal (144%), snd reserpina has also

been reported to cause the condition. A double.blind
study of propranolol showcd shon-term tnprovement,

wnd two of four subjecis responded to jong-term pro-

pranolol (145%); unfortunately this study has not been
replicated.  Tetrahydroisoxazolpyridinol (THIP), a
ncw and lesy toxic analogue of y-aminobutyrie acid
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(GABA), which acts a3 a GABA antagonist, produced
no change in tardive dyskinesia, either in a dose-finding
study or a 4-wcek placebo-controlied study, but pre-
existing parkinsonism_increased significantly and oye-
blinking rates feil (146%); thesc ars prellminary findings,
more than a decade old, and hard to interpret. More
rcoontly, vitamin B (a-tocopherol), with jts antioxidant
properties, har been reported lo be effcctive (SEDA-
17, 56 ; 147, 148°, 149, 150), A rccontatudy chowed
that an abnormal fipid peroxidntion is associated with
wardive dyskincsia, and extonded this abnormality ta
measurements of lipid-corrected vitamin E in plasma
(1517, In addition 1o clozapine (&', 9%), colunzaping
has also been reported o improve turdive dyskinesia
(152°—154%). .

Many other differcntial disgnoses must be considered
in evaluating tordive dyrkinesia_ Ror cxample, Spontan-

. eous dyskinesiag are not rare, nnd were found in 5.8%

of individvals in 18 population studies (SED-131, 109).
Even higher ratcs huave beon rocorded, espacially
among cldorly paticnts; senils dyskinesias in two studics
of drug-free elderly subjects occuxred jn'9 and 37%
of individuals, respectively (155, 156%). There Is slso
evidence that dyskinetic movements can be n featurc of
suvere chrapic schizopliconia unmodified by neuroleptio
drugs (SED-11, 109; 1575, 1587, 150°%, 160, 161,
162Y, which could mean that nouroleptic drugs may
merely be triggeriog alrcudy latent dyskinesias in
schizophrenic parients, )

Tardive akathisia Akathisia, when it oceuts, can be
an curly problern, appearing within days or weeks, bur
this is not necessarly the case. A 1986 roview (163%)

considered 24 cases of rardive akathisia acen over a

fong period: in threc of theso the condition bad ap-
prared aftor only 1 @r 2 months of neuroleptic drug
therapy, but the remainder had been treated for ar Jeast
1 year, and seven had been treated with ncuroleptic
drugs for a1 least S5 ycurs, Whezeas sardive dyskinesia
most aften srarts in the bucco-oral region and catends
to the fingers and occasionolly to the lower limbs and
trunk, tardive akathisia most often aflects the legs or
Is desexibad s o gepernlized sensation throughout the
limbs and trunk. Moreover, whilc a roduction in dosage
will induce 4 temporary waorsening of masked tardive
dyskincsia and an increased dosage an Improvament,

the cffects of dpuape changes on akathislh arc less

certain- .

Tardive Tourstie’s syndrome There have been at
Jeast scven published easen of Tourette’s syndrome as.
cribed to antipsychotic drmgs and emerging either dur-

jug treatment or afrar withdrawal. Some authoss bolievs -

that tardive Tourctte~iike yyndrome may be a subtype
of the more frequent tardive dyskinesia, becatse jt can
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be masked by an incresse in neurcleptic drug dosage
ond cxacerbated by withdrawal. However, the symp-
tomz can readily be confused with exacervation ot the
underlying psychosis; miydiagnosis of the conditioq, at
Iegst in some of the publishcd cuse reports, cannot be
completely ruled out,

Tardlvs dystonia This Is & rare, Jate-onsct, persis.
tont dystonia associatad with neuroleptie drugs, which
usually effects young mopn. 1tz prevalenco is 1—~2%
(164°). It tends to alfect the muscles of the neck,
shoulder girdle, and trunk, cawing opisthotonos. Piza
syndrome is a specly) form that involves tonlc flexion
of the trunk to one side accompanied by slight backward
rotation, in the absence of other dysiohic symptoma.
Antecollis is o raro form of tardive dystoniu, in which
forward bending of the neck can cauge inspiratory ob-
struction (165%). Sometimes potients with tardive dys.
tonip can become incspucitated (1667, 167°).

The differcntial diagnosis includes idiopathic torsion
dystonia, patkinsonisin, idiopathic torticollis, Hunting-
1on’s disense, Wilson’s discase, snd Meige’s ayndrome
(blepharospasm, erfomandibular dystonin). Anticholi-
nergic drups, cholinergic drugs. dopymine receptor
agonists and antogonists, dopamine-deplcting agents,
B-blockers, GABA agonists, bonzodinzepines, carham-
azepine, electracanvulsive therapy, and thalamotomy
have beon used to treat this conditon, but nonc has
shawn any consistent therapeutic effccts (164, 168%).
Clozapine, which has been reported. 1o improve tacdive
dyskincsia, is particularly indicated for zubjocts who
remain psychotic (169", 170%). Murked improvement
of tardive dystonia ulter roplacing haloperido! with ris-
peridone in a schizophrenic patient has been reporied
1719).

Rabbit syndrome  ‘Rabbit syndrome’ is a lats-onset
cxtrapyramidal adveres effect associated with antipsy-
chotic drugs. It is characterized by a rapid tremor of the
lips and occasionsally the jaw. The movcmenss usually
respond well to antiparkinsonian agents ang withdrawal
of antvipsychotic drugs. It has been suggested that the
mbbit syndrome ia the clinical converse of tardiva dyski-
nesin (172%).

Low-dosage mainrenance ireatment for schizophrenis

Tho accepiability of neuroleptic drugs by both patient
and dootor muy be imited by extrapyramidal and other
adverse effects, If lhese gre dosc-related, usng the low-
est. effcotive dosage for maintcnance treatment may
mininilze tho risk (SEDA-17, 49). Unfortunately, there
is little evidenco on how low the dosage should be 10
prevent relapse. As a result, there is a general rendency
to use higher doscs than neceysary. lo a double«blind
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womparison of a group of stabilized outparicnts taking

a [ow dosage of Miphenazive enanthate (1,255 mg
every 2 weeks) with a group taking » standard dosnge
(12.5—50 mg every 2 wecks), rclupse rates were higher
i the low-doss group (56%) than in the siandard-dosa
group (7%) (173%). However, patients in the low-dose
group had a betier ontcome in terms of some measurey
of'psychosocial adjustment and family satisfaction. Pa-

. tients in the low-dosc group had fewer rigns of tardive

dysKinesia, and relapses led logs oficn 1o ro-admission
to hospital: thicy slzo responded more readily to (reat-
ment with temporary incresses in medioation than pa-
tients treated with standard doscs, Tn a comparison of
a low doze (5 mg) with a standard dose (25 mp) of
fluphepazine decanoate overy 2 weeks, there was no
significant differcnces in relapsc at 1 year (174°). Nor
was thore a gifferepcc in survival at one your, but ax 2
yeurs survival was significantly better with the 25-mg
dose (64%) thau with the S-mg dose (31%) (L75°™),

The dose-response relatlonshlps for a variety of ad-
verse elfects of antipsychotis drugy have been roviewed
(176™). Althougn the duse-response relationships for
extrapyramidal effects arc not fully undessioad, the
evideneg supports & dosc-related effect, The relation-
ship is probably not Jinear and is influenced by several
facrors, but il 15 regsonable to conclude thot systemaric
attempts to use hic Jowest possible clinteally effective
dosgge should be strongly cncouraged. The avthor of
shig review speculatcd that it is possidble that therc are
gusceptible padents in whom tardive dyskinesis can
osTur 4t a relatively low cumulative or average daily
dase, while in others increasing doses bayond this range
may pot-lead to subsantial ipcresses in the risk of
tardive dyskinesia. Hyperprolactinemis is doga-celated,
but therz is wide interindividual variability in the magni-
tude of this cffect. The same applies to peripheral auto-
nomic cfects,

Since in most patients high dosages do not lead to
befter therapeutic effccts, but are associated with mora
equent apd severe adverse effects, the usc of the
smallest dosage necessary to producc antipsychotic
bencht is' recommended. When sedation {s required,
the concursent use of moderate doses of a neuroleptic
drug with a benzodiozogine muy be preferable o the
use of bigh dosages of a neuraleptic drug alous.

Thrce cases of radisl nesrve palsy wers roported in
demented ciderly paticnts confined to wheelchairs who
were treated with haloperidol. The combination of ea-
trapyramidal und sedative adverse cffects, added to
wheclchair confinement, may have resulted in pressure
on the upper won with subzequent neuropathy (177°),

Neuroleptic molipnnnt syndrorme The neuroleplic
malignant syndrame {8 a tare Hut potentially fatal dis-
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order characterized by muscls rigidity, hyperthermia, .

altcred  consclousness, and awtonomic dysfunction
(178%)."This description applies to most of thu approxi=
mately 70 cascs reported since 1960, but the syndrome
is 21ill poorly defined ond overlaps to some extent with
Tethal catatonin, neuroleptic-induccd hyperpyrexia, and
sudden death due to cardiac dyschythmias. Similar
symptoms have also becn reported in non-schizophrenic

peticnts oftcr exposure 1o dopamine.depleting drugs

(179%) and aiter withdrawsl of indirect dopamina recepa
tor agonists (180), und there I3 no consensus as to the
boundariey, eauses, or manugement of the syndrome
(SBDA-18, 50; 1817, 182, Criticul roviews have been
published recently (183®, 184%), and comprehensive
reviews have been provided in eardier volumes of SEDA
(SEDA-11, 47; SEDA-14, 50).

The syodrome iz xeported moat often in young mop,
may appear suddenly days to weeks after initiating or
intensifying drug therapy, and usvally lasts §—10 days
after withdrawal, The prevalence has been supgested
g5 less than 1% (185%), but the precise frequeney is
unkoown, and a trend towards fewer reports in tecent
years suggests that fectors such as the use of tower
dosages of nouroleptic drugs may be importan(, In 3
1986 review it was argued {hat the neurgleptic malig-
nant syndrome representx'a hotcrogeneous group of
ncurolcptic-induced oxtapyromidal syndromes with
concurrent fever. and the existenca of neuroloptic ma-~
lignant syndrome as discretc syndrome was questioned
(185™).

Therc is no consistent evidonce thut onc neuroleptic
drug or claga is mors or lesz likely 2o produce the syn-
drome. It has boen roported with atypical neuroleptic
drugs, such sa slozapine (157°—189°, 190°, 1915, 1927,
1939 and risperidone (194°—=159%), although fess often
than with typical ncuroleptic drugs, It is thought 1o be
rare With clozapine. However, relutively more cases

" bave beon smoclsted with bighepotency antipsychorle

drugg, and the course of the syndrome may be pasticu-
larly prolonged and difficult to treat when depat forms
of these drugs bave been used, A rccent review found
insufficicnt evidence to support the concept of an atypi-
<al nenrolepric malignant syndrome with novel antipsy-
chotic drugs (200).

Putionta with nouroleptic malignant syndrome are
more Jikely to be agitated or deliydrated besfore the
syndrome develops, often aeed restraint or seclusion,
and have reccived larger doses of newroleptic drugs
soon after hospitalization. Previous txcatment with ECT
ineréases vulaerability (201™), The risk of devaloping
the syndrome is highest when neurofeptic drup treat-

"ment i8 begun or when the desage Is incrcaved. Al
-l.houa‘l {r is unuzual. the ¢yndrome can accur while
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neuroleptic drug dosage is being reduced (SEDA-19,
48).

The appenranco of scvere oatrapyramidal dyslune- |

tion, primarily rigidity, underlies the majority of case
reports, and may provide the key to understanding ond
preventing the syndrome. Tba appearance of scvere
riglaity may explain the increagsed body tcmperaturc,
because of heat bujld-up by the muscles, and it may
contribure 1o the risc in sorum CPK nctlivily, reflocting a
risk of myogloblnuria and acute renal failire. Increased
temperature (hyperthermina) can leaqd to denydration
and elcetrolyte imbalance, leaving the paticnt cxposcd
10 infecrions and other conscquences, Laboratory
abnormalitics may include radsed CPK aetivity and
electrolyte ubnormalities, but these ara gencrally not
diagnostic, since they oceur in other hyperthermic con-
ditions.

Neuroteptic. malignant syndrome without pyreaia has
been rcported (SEDA-19, 4; 202%, The syndrome
shares clinical featurca with malipnant hyperthermia,
which is genctically acquired, but there does not appear
to be 2 common pathophysiological link betwecn the
Wwo (SED-11, 111).

Eunrly recognition and prompt treatment of this severe
extrapyramidal syndrome; in particular immediate re~
cognition of naw rigidity, moy be the best means of
arresting its progress and preventing further complica-
tions (1817). M there is fever, although other possible
causcs should be investigated there should be no deluy
in instituting eppropriatc treatmenl of soverc cxtrapy-
rmmidal effacts, snd In pasticwar saticholinersic trent-
ment of sovere parkinsonian sigidicy. There is no proven
gpecifie treatment, bur immedinte withdrawal of anti-
psychotic drugs in cooentisl, fellowed by supportive
thorapy and intensive monitoring of respiratory, renal,
wrnd eardiac function. Anticholingrgic agenis arc ofien
used, but when the temperuture exceeds 101°F, anticho-
linergic drups may exacerbate fever and other treat-
ments might be preferred. It should be remembered
that the simultancous withdrawal of antipsychatic und
anticholincrgic drugs can exaccrbate extrapyramidal
features and that anticholinergic drugs should if possible
be contihued for one week alter the withdrawal of the
antipsychotic drug, Cnrbamaze‘?ina (203°), smantadine
(204%), dantrolone sodium (205%, 206%), and bromocrip-
tine (207%) huve bean successfully used 3s empiric ther-
spy in Isolatad cgses. In our view, Gopaminc receptor
agonists are praferrcd when the temperature exceeds
103 —103°F, and muscle contraction can be further al-
leviated with dantrolenc or benzodiuzepines (2087),
Botulioum toxin wag used for preventing muscle cons
tractions in onc cosc (209°%).

After rcsolution of syinptoms, noureleptic drugs con
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be reintroduced safcly in most patients (210°), In all
cases the lowest effective dose of neuroleptic should be
uged, along with anticholinergic therapy or thioridazine
which has anticholinergic cffects.

Other neurological effects. Myasthenia gravis caused
by neuragleptic drugs has been reported (SED-11, 110),

Such cages may be due lo impairment of neuromusacular:

transmission induced by naureleptie drugs

Endverine, metabolle  Weight gain is 8 common ad-
verse effect of neuroleptic drugs (SED-13, 125; SED A
19, 53; 211°—~213¢, 214%, 215%). The mcchanism is
puorly understood (SED-11, {11), although a sero-
tonergie mechanism has bean proposed (2167). A meta-
analysls of trialz of antipsychotic drugs calculated the
following meun weight gaing in kg after 10 weeks of
treatment: clozapine, 4,9; ofanzaping, 4.2; thieridazine,
3.2; scrtindole, 2.9; chlorpromazine, 2.6} risperidone,
2.1; haloperidol, L.1; fluphenazine, 0.43; ziprigidone
0.04; molindone, —0.39; placebo, —0.74 (2175, 218%).
In one study, excessive appetilc wag a moro frequent
adverse event in puticnts treated with olauzapine versus
haloperidol (24 vs 12%) (219%). Loss of weight has
been observed altor withdrawal of neuroleptic drugs
(2209).

Temperature reguidtion Antipsychotic drugs in-
terfore with the temperature repulatory function of the
hyputhalnmus, and also peripherally with the sweating
mechanism, resulting in poikilothermy, This ean result
in either hyperthermia or hypotheimin, depending on
environmenta] temperature. Clozapine often couses a
benign and transient incrousc in budy temperature easly
in treatment (2217).

Dinbstes mellitus  Several cases of de novo onsct or
exacarbation of existing diabetes mellituy in patients
treated with amtipsychotic drugs have been reportcd
and werc not signifivantly rolnted ro weight gein. These
included eight cases in patients treated with clozapine
(222°, 223°) and two ¢ases In patients Lreated with olan-
zapine (223°),

Neuroendocrine gffects Neurocndoprine offccts of
ncurolcptic drugs include a sise in growth hormene,
inappropriate ADH and profactin secrction, and diszur-
bances of gex hormones (SED.11 111). Galactorrhea
(SEDA.-20, 43) and gynecomastia can follow the rise in
prolactin. Rispsridonc-induced galactorshea associated
with a raised prolactin has been reported (224°, 225%).
A sorrelation botweon serum concentrations of neuro-
leptic drugs and prolactin has been claimed (226°, 227).
However, no further rise in plasma prolactin coneeptra-
lion was observed with higher dosages of huloperidol
(aver 100 mg/day), which was cxplalned os being relatod
1o saturation of the pituitary dopamine recepiors by a
modeat amount of haloperidol (2279). A low prolactin
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trearment predicted relapse aftox withdrawal and it was
suggested that senun prolactin concentration may be
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_ Neuroleptic and antipsychosic drugs Chapter 6
be taken when treating byponatremic paticnts with neu-
roleptic drugs (245). .

In one controlled study, 12 patients who were receiy-
ing 2 ipsychotic drugs had signillcantly in-

helpful fn monitoxing wreatment (228°). Hi ,

ameporzhea, and a false-positive pregnancy test asso-

ciated with nouroleptic troatment have also been re-
ported (SED-11, 111; 229, 230°7).

Thera iz eoncern that neurolcptic drugs may inercase
the risk of breast cancer because of saised prolactin
concentravions. For a long time, Badings did not ¢on-
firm this association (2319), but a fecent Danish cohort
study of 6152 paticnte showed a slight increase in the
risk of breast cancer among schizophirenic women
(232°). :

Sexual dysfunction Ncuroleptic drug-induccd rexual
dysfunction, including eractile and ejacujatory dysfunc-
tion and changes in the quality of orgasm and io libido,
appear to ba benign and rovertible vn withdrawal. Pria-
pism. although infrequant, necsssitated prompt uro-
Iogical consultation and sometimes sven suxgicsl inter-
vention (233", 234%, 235%), Although the mechanism
involved in nourclepticeinduccd mala s=kual dysfunc-
tion is not cntirely undesstood, it may occur at several
levels, inclyding ‘the cortex, hypothalamus, pituitary
pland, and the gonads, e.g. gonadotrophins And testos-
terone. Another mechanism involves the sympathctic
and parasympathetic nervous syslems and may explain
why thioridozine and other highly snticholinergic druge
are mainly responsible for malc saxual dysfunction, in-
cluding impotencc and retrograde ejsculation (2331,
236%). A easc of thioridazine-induced inhibition of fe-
male orgasm has also been reported (2379), The first
report of spontuneous ejaculation assosiated with the
therapeutic use of antipsychotic drugs was described in
1983 (238). Prolonged erection has been reported with
rizperidone (2359), ond retrogmde ciaculncion has boen
azzociated with clozapine (240°). Onoe study showed a
reduction in the strength of crection in schizophrenics,
furthor acceptuated in patients treated with neurolepric
drugs (SEDA-20, 44)

Mincral and fluld bnlnmce Wator retention and
edenra ocour very rarely duning trcatment with antipsy-
chotiv'drugs. Water intoxication has been reported dur-

_ing tregtment with thioriduzine snd may be due to its -
propounced anticholinergic properties and/or direct

stimulafion of the hypothalamic thirst cenrer (241°).
Polyuria and pelydipsia have long bocn associarcd
with schizophrenis, and neurofeptic drugs appear to
aggravgte thesc symptoms, somcltimes with an 2c-
eompanying syndrome of inappropristc ADH secre-
tion.Polydipsia and hyponarremia have been reported
in patients trcated with risperidone (2427, 243%), and
olanzapine (244%). Therefore, at present, care should

6485292 :0L

creased yrinary calcium and hydroxyproline concentra-
tions apa rcduccd wrinary slkaline phosphatage
compared with five controls (240%). The possibility of
a rcductign in bone mineralizarion (247°) may coniri-
butc ta the increased rigk of hip fractuce astociated with
antipsychatie drig traatment in the cldcrly
Hemstological Rarely-reported hemntological reac-
tions to various antipsychotic drygs include agranulocy-
tosis, thrombocytopenic purpura, hemolytic agemia,
lcukopenia, and eosinophilia. These are thought to re-
presens allergic or hypetsensitivity reactions, since thoy
are apparcntly nor dose related, although this has been
questioned in one detajled case report of chlofproma-
zinc-induced agranulocytosis (2487). Neutropenla has
been reportcd aftor acute accidental ingestion of about
1.53g of chlorpromazinc in a S-year-old girl (2499),
implicating 8 dircct toxic effect on the bone-marrow.
The reported incidence of agranulocytosis js vasiable,
ranging from 1 in 3000 to 1 in 250000. Most cascs are
scen within the first 2 months after beginning trontment,
but there have been a few reports in which this occurred
only after many years. Frequent white calf counts ara
of limited value in monitoring, since counts fall rapidly
ond abruptly. Carciul attention should be given to pos-
sible sarly wamiag signe, such as fover, sore thruat, and
adenopathy. Trestment rcquires immediate withdrawal
and preventive meunsurcy against infection. Granulocyte
colony-stimularing factor (GCSF) has been used to treat
antpsychotic drug-induced agranulocyrosis (230%).
Clozapinc-induced agranulocytosis was originally
determined to be 0.21% in 4 yelecred Finnish popul
tion (SED-3, 83), ond the drug was withdsawn, only 1o
be cautivusly reintraduced in some countries a decade
Ister, with hematological monitoring. With mundavory
hematological monitoring by the Clozarll Pationt Man-
agement System in the US, the cumulative incidence of
agranulocytosis way 0.8% at 1 yesr, and 0.9% 2t 1,5
years of trcarment, and the risk was not related to
dosage (SEDA-18, 54; 251R). In France, the incidences
of agranulocytosiy and neutropcnia in ¢Jozapinc-treatcd
puticnts from December 1991 were 0,46 and 2.1% res-
pectively (2527).- Because of the unusually high inci-
dencc of agranulocyrosis in Finnish and Jewish puticnts
(SEDA-20, 49), an cthnic risk Factor for agranulocytosis
has been suggedted. Human leukosyte antigen (HLA)
B38 phenotype was found in 83%% of patients who devel-
oped agrannlocytosis and in 20% of clozapine-treated
patients who did not develop spranvlocytosis (253°).
Gene products contained in the haplotype may thus
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be involved ju mediating drug toxicity. Eosinophiliz
associated with clozapine treatment hag been rcported
in 13% of ireated paticnts in a stody in Auvstealia
(23%%),

Alrhough hemotoxicily was not sbserved duxing pre-
marketiog studies of olanzapine (254°F), six cascs af
hematologieal reactions, including Icukopenia, granulo-
cytopenia, and ncutropeaia, have been reported in Can-
ada since approval of the drug in 1996 (255%). Agranulo-
Cytosis, loukopenin, nsutropenia, lymphopenia, and
thrombocytopenia have been reported in patients
treated with risperidonc (256°—2597)

Liver Hepatotoxicily sssociatcd with chlorproma-
zine was noted soon after its iatroduction, but is conei-
dered to be rare today. Occasional yeports af chalestatic
janndice with thioxanthencs and haloperidol have afso
been publizhed (SED.D, 83: 250°). Jaundice gencrally
oceurs within 24 weeks after the drug is started and bas
many characteristics of an allergic reaction (ir Is not
dose-rclated and is asvompanicd by fover, xashes, and
cosinophilia), although a direct toxic mechanism hus
also boen implicated. Symptoms gencrally subside ra-
pidly after withdrawal, but cholestusis may bs pro-
1onged. Heparotoxicity may be az fraquent with piper-
dine and piperazine phenothiazines as' with chlor-
promazine, despite previous suggestions that the toxi-
cily of thege caompounds is less. Thera iz avidence of a
significant hepatotoxic effccy of the phenothiazines andg
in persons under age 50, but not over 50 (261°%).
Several caxes of hepatotoxicity have been xeported in
patients treated with rispenidone (262°), and one cnse
of fatal liver failure has been reported with clozapine
(263°%). -

More commen are minor abnormalitics in liver
function tests with various antipsychotic drugs, ond
these appeny to be dose~related. Transient asymptoma-
tic_liver cnzyme riscs are common with clozupine
(264%).

Gustrolntestinal Dry mouth is a commonly reporzed
autonomic adverse effect of antipsychotic drugs and is
seen more often with drogs that have prominent anti-
cholinergic properties, such as thioridazine and chlor-
promazing. Dry mouth is mainly a puisaace, but its
persiatence may promote dental caries, oral monjliasis,
and jinfcctive paretitiz. When feasible, once: daily ad-
ministration of antipsychatic drugs at bedtime helps ta
allevigte the problem of dry mouth. Onc should also
avaid concurremt administration of other drugs with
amicholinergic cffocty. Sugarless gum or candy and Ee-
quent sips of water and/or icc chips, may help alloviate
a dry mouth. : .

In contrast, clozapine, a potent muscarinic, can cause
noctyrnal hypersalivation (2659, which has beon esti-
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mated to cceur in 10% (SEDA-20, 49) {0 23% (SEDA-
20, 49) of pntients. Salivary gland swelllng has been
reported in potients treated with clozapine (SEDA-20,
49; 266°).

Constipation is common with tho highly anticholiner-
gic antipsychotic druge, but is casily remedied with laxa.
tives, Nevertheless, the possibility of fatal intestinal
dilatation, rlthough very rare, warranls careful evaly-
ation of persistent complaints of consiipatjon, particu-
larly when vomiting, abdominal pain, distension, or
tendernesa are presest (267%), By promoting intestinal
stasis, antipsychotic drugs may very rarely cause in-
creased intra-abdominal pressure and disrupt the vascu-
lar supply to the gut, leading to neerotizing enterocolitis
(SED-11, 112). Acute colitis Is a rarc gostrointestinal
effect of antipsychotic drugs (268%). Reflux asophagitis
haz been reported in clpzapine-treatcd puticnts (269°)

Urinory system Urinary retention, incontinence or
dysuria can occasionally ovcur with antipaychotic drugy
that have marked anticholinergic effests, Enurcsis has
been rarcly sisocinted with clozapine (0.23% of pa-
tients) (SEDA-19, 54; 270%), and has been successfuily
treated with benzatroping in patients taking  variery
of paychotropic medications (271°),

Retroperitonedl fibrosis has been atttbuted fo hala-
perido); since this condition affects the kidney, it should
be diffcrontisted from other causes of pbstructive uro-
pathy (272°),

Hemorrhagic cystitis hax been associated with risperi-
done (2739

Skin ond pppendapes Many culaneops reactions
have been repgried with antipsychotic drugs, includiog
ufvicaria, absccsses  after  intramuscular injection,
rashos, photosemaitivity or cxeggerated sunbura, con.
tact dermatitit, and melanosis or blue-gray skin dis-
coloration. Skin rashes are usually benign. Chlorproma-
2ine is most often implicated (incldence 5~-10%).
Curanegus Jesions ¢onsisting of telangiectatic maculcs
have been rcported with thiothixene (274%). Non-
phenothiazines, such as haloperidol and loxitane, cause
fewer urticagal reactlons. As with any other class of
druy, pationts may be allergic to excipients in various

- tablet or capsule forms, or to preservativas, ».p. me-

thylparaben, in liquid desage forms (2757,
Chlorpromazine most often causes phorosensitivity
reactions (incidence around 3%), which may result
from formation of a cytotoxic by-product after exposure
to ultravioler light. Rispcridone-induced photozeneiii-
vity has also boen rcporled (276°), Patients can be ad.
vised to avoid prolonged exposure to strony indoor
light, s well s to wear protective clothing and to use
a combination of para-aminobenzoic acid and denzo-
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phenone sunscreen when oxposure to strong ounlight is Pigmentary ratinopathy, which can scriously impair
unaveidable. vision, i¢ spocifivally associuled with thioridazine, and
Toxie epidermal necrolysis, aot previously known to has oecurred more often with high and projonged dos-
be related to ncuroleptc drugs, has been reported in age (e.g. 1200-1800 mpg/day for weeks to months)
associdtion with chlorpromazine (2777). (279%). although in onc casc the daily dose was only 700
Potentjally scrious skin rcactions are best treated by mg (SED-11, 113). Largc-scalc surveys have confirmed
withdrawing the offending agent and switching to a the rolative safoty of dosages up to 800 mg/day (387);
structurally unralated antipsychotic drug, When the of- ar any dosage, however, any complaint of brownaish
fending agent is u phenothiazine, non-phenothiazinesx, discoloration of vigion or Impaired dark adaptation re-
such as haloperidol or molindone, may bo prel‘emble guires immediate evaluation.
to the more closely related thioxanthencs. Yarious rarer ocular effects have becn reported, in-
Skin discoloration is more common in women and cluding oculomotor palsics, (ransicnt tnyopias, optic
generally ncours on the exposcd parts of the body. This atrophy, bluc-groen blindness, and night-blindness. For
reuction may ba caused by deposih'on of melanin-drug a long time it has been suspected that neuraleptic drugs

ot~ it e ¢

¢omplexes. It wag commonly seen in the decade after may increase the risk of cataract (280®).
the introduction of the phenothinzines, but rarely today Musculoskeletal Clozspine-induced myokymis hus
(2759, becn veported (2819,

Complic:ntnom at tho site of injection of depot ncuro- Immunological and hypersensitlvity reactions Rarc
leptic drugs, including pain, blecding or hematoma,  disorders of connective tissue resembling systemic lupus
leakage of drug from the injectiop site, acute inflamma- erythemutfosus have been reported with chlorproma-

tary induration, and transicnt nodules, have been re- zine, perphenazing, and chlorprothixene. (282%).
ported (SEDA-20, 43). Miscelloneous Epistaxis has been reported in three
Schorrheis dermatitis has been obscrved in patients patients with hypertension recciving thivridazine (253%)
receiving long-term antipsychotic druga (SEDA-17, 57),
and this adverse elfect appears to be highly associated Risk factors The contraindjcations to neuroleptis drug
~ with drug-laduced parkinsonism. therapy inelu ma, the presence or withdrawal of
More serious types of skin reactions arc rars, but high doscs ol@?ﬂvs dopressants (alcohof, barbitu-
angio cdcma, non-thromboeytopenic purpurs, exfolia- . rates, narcotics, ¢ic), scrious hematological conditions
tive dermstitis, and Stevens-Johnson syndromc have (c.g. bone-marrow suppression), and a previous history
" been reported. of hypersensitivity reactions, e.g. jatndice or severe
Speclal senses  Various antipsycholic drugs, particu- photosonsitivity. Since neurcleptic drupge caute xedn- ;
larly low-dose phenothiazines and thioxanthcnes, com- tion, thcy may impair montal or physical abiljties (ia-~
menly cause bluried vision secondary to their anticholi- cluding reaction timcs), cspecially during the first few ,
nergic activity, This is primarily a nuisance, cxccpt in days of therapy, Ny
. the rars patient with closed-angle glavcoma, Nzuroléptic drugs have been prescribed for children &
OF more soncern are two distinct types of advenie in the trcatment of psychotie disorders, Tourstte's syn-
effects in the eye, which may be produccd by various drome, attenton deficit disorder, hyperactivity,
antipsychotic drugs; \enticylar anad cormeal deposits and behaviorul and psychiatric complicutions of mental ro-
pigmentary retinopathy. Deposits in the lens or cornea  tardation, and pervasive developmental disorders, e.g.
probably result from melanin-drug complex deposition infantile antism (2847, 285R8), Advorse cffosts of nouro- -
and arc best detected by slit-lamp cxamination. These  leptic drugs in children mauy be unpredictable and a
deposits arc probably doze. and time.ralated, sinee they sugpestion that they could bz s cause of sudden infant ,
generally occur only sftor years of freatment, Foru- desth remains 8 hypothesis (286"). Significant weight 1
nartely. they are in large part benign and reversible, but gain has bcen reported in dlmost 100% of ncurolcptics
iF undcteetod they may progress to interfere with vision. uoated children, and there scems to be a reludvely
Thoy ara most oftcn roported with chlorpromazine or high incidence of extrapyramidal adverse cffccts (2877).
thioridazine and cun occur in agsociation with pigmen- Since there is little information regording the pharmaco-
tary changes in the skin. Non.phenothiazines appear kinetics and pharmacodynamics of neuroleptic drugs in
to have minimal propensity to cauye oculociifuneous childran, careful supcrvision of treatment is vital; the N .
reactions and may be preferred when these problems use of high-dosages is inadvisable. 1
havo occurred during treatment with phenothiazines Similay principlcs apply when (reating clderly pcvplc, 118
(SED-11, 113), although the patient should still be primarily beoause there is wide individual variation in R
closely monitored. the extent to which older pcople talcrate these drugs, N
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Adverse effects, such as postural hypotension and anti-
cholinergic effects, can b more problematic in the el-
derly (288™). Anlipsychotic drugs have often been asso-
ciated with increased rates of falls (SEDA-19, 40;
289°), Caution with neuroleptic use in old poople i
firther warranted because soveral of thoss drugs are
metabolized by CYP2D6, which iz inhibited by many
commonly used drugs (SEDA-20, 44).

Withdrawal effects  Various somallc ‘complaints have
been reported in paticnts in whom neuroleptic drugg
are abrupty withdrawn (SEDA-20, 44). The incidence
of these compluiots varies widely in different réports,
from 0 ko 75%. Common complbins incjude headache,
vomiling, nausea, dinrrhea, insomnia, abdominal pain,
rhinorthea, and muscle aches. On rare occasions, the
symptoms rosemble those of banzodiazepine with.
drawal (appetite change, OJizziness, tremulousness,
numbness, nightmares, a bad taste in the mouth, fever,
sweatlng, vertigo, tachycardia, and anxicty), but it is
possible that in some of the réported cases thers was
potually benzodiazepine withdrawnl. Some of these
symptoms may ulto haye been linked to the simulta-
noous withdrawnl of anticholinergle drugs (SED-11,
113; 290%), Parkinsonism, not caplained by withdrawal
of anticholinergic drugz, has also been reported az an
unuvsua) withdrawal cffect of neuroleptic drugs (201°),

Worsening of psychotic symptoms and/or dyskinetic
movements may be seep when dosages are lowered or
the ncuroleptic drug is withdrawn. A funclional in-
srease in mesolimbio and striatul dopaminergic sensiti-
vity has been suggested as an explanation (252%). Psy-
cholic relapsc is xarcly seen in the At 2 weeks afier
withdrawal, bur physical withdrawal symptoms
generally bogin within 48 hours of the last dose (SEDA-
14, 54). Rebound psychosis or delifium or beth have
been reported with withdrawal of clozapine (293°,
2947,

Abrupt clozapine withdrawal, or cven dosage reduc-
tion, can rcsult in psychosis andfor delirium (295%—
257%). Clozapine withdrawal hus also becn associntcd
with naugeq, vomiting, diarchea, hcadache, restless-
ness, sgitation, and sweating (87, 298, which occur as
the result of cholinergic rebound and which may
respond to nnticholinorgic drugs (295), The appear-
anco of delifum and the rcturn of dyskinetic move-
ments can take place within days after clozapine with-
drawal. .

Withdrawal emargent syndrome has been described
in children (2867, 287") and consists of navses, vomiting,
“ataxia, end choreiform dyckinesia primarily sffecting
the extremlities, trunk, and head sfter sudden with.
drawnl of neuroleptic drugs (300%). In onc study, there
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were withdrawal symptoms in 51% of children, twice
a3z masiy being affected by the withdrawal of low-dose,

high-potcncy compounds compared with other drugs. .

Symptoms usually appear within a few days to 2 wecks
after drug withdrawaly spontaneous remission is likely
within the next 8—12 weele. The syndrome is still pot
well understood

Tumor-induclng effccts Concern  that  neurcleptic
drugs may increase the rsk of breast cancer because
of raised proluctin concentrations is discussed ynder
Epdocrine. metabolic,’

Use in pregnancy There havae bugn recent reviews of
neuroleptic drug use during pregnancy (301™—=303%),
All antipsychotic agedts cross the placenta and reach
the fews in porendally significant amounts. However,
most large-scalo controlled studios have shown that
these agents can be used safely during pragoancy (38%),
Nevertheless, there have been isolated case-reports of
malformations (SBD-11, 114). Several instances of limb
rcduction after the use of haloperidol during pregnancy
supgest that it would be prudent not to wse this drug
during the fArsl trimegter, the period of limb develop-
ment (304S). There is also reoson to argue that pre-
natally admiojstered drugs of this class influence the
offspring after the drig haz been climinated, and can
toratogenicity; since ncuro-
transmitter systems continue to dovelap long alter birzh,
such drugz might influence behavior fo 4n sdverse way
over a very long tme (305%). In genemil, the best re-
commendatiun is to avoid any drug during the first
trimester and only o use drugz thereafter if the benefits
to the mother and fctus outweigh any possibility of
risk.” Should an antipsychotic drig be required during
pregnancy. one would prefer to use an apgenf such as
chlorpromazine or twifluoperazing, as there is consider-
ably more worldwide experience with these drugs than
with newer antipsychotie druge (38%). Howsver. cloza.
pine caused no serious complications or developmental
abnormalities during pregnancy in two cases (3U6%).

A varicly of pharmacolopical cffcets can ocour in tho

infant aftor birth, particnlarly when tha mather has
reccived these agents in the weeks beforc delivery.
Thege inelude postnatal depression and acute dystonic

" reactions (which may Interfere with normal delivery).

*-

Hypotonia may persist for months (307) and may
respond to diphcnhydramine, 5 mg/kg/day. Severe thi~
norrhea and respiratory distress in a neonate exposed
to fluphenazine hydrochloride prapatally has been re-
ported (308%). Neonatal jaundice, hyperbilirubinemia,
and melanin deposits in tho oycy may be scon when
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amipsychotic Jrugs have been given during the last
mirmester or longer during pregnuncy .

Use In locration Nouroleptic drugs appcar in brcast
milk in very low concenirations, rclated to malernal
dosage. Typical regimens of antipsychotic drugs yield
low or negligible concentrations (38, 309%). Tn a recent
study, breast-fed infants ingested up to 3% of the ma-
ternal daily dosc, and small amounts of the drugs were
deteeted in their plasmn and urine. In addidon, thico
bregst-fed infants had a fall in devolopmental scores
from the first ko the sccond ussessment at 12—18
months (310%). Untril these jssucs are further elarified,
It would be best to avoid breast-fecding by mothers
who ate raceiving antipsychotic drugs,

Effects on Tertility The effects of antipsycholic drugs
on fertility are not well known; present doty arc conito-
versial, oficn baing based on aplmal studies, e.p. reduc.
tion in male ral copulation by chlorpromazine. How-
ever, olipospermia, polyspermia, necrospermia, and
reduced sperm motility bave been reporfed with various
phenothiazines and butyrophenoncs: these are likaly to
improve after withdrawal (3117).

Overdosage Antlpsychotic drugs are often ingested in
acridental overdosage or sujcide altempts, but mortality’
ia genorally low and infrequently associated with resi-
dual impairment. Howcyer, important exceplions occur
with et itant ingestion with nlcokol, tricyclic anti-
dcpressanty, or antiparkinsonjan agents. Tn acute over-
dosage of antipsychotic drugs alone, the most seriaus
contplications include shock, sefzures, and cardisc dys-
rhythmias, Thexc can be more problematic when the
antipsychotic drugs are of low potency, c.g. thivridazine
and chlorpromazine. but taken in high dosages, Haow~
cver, o rovicw of acute loxepine overdosage also
sugeests o high potential for serious neurological prob-
lemz and cardiotosicity with this high-patency drug
(312°). In 31 ¢usee of risperidone overdose (16 invol-
ving multiple drugs), the major effects were lethargy,
tachycurdia, and hypotensiop, with one death in 4 pa.
tient who had also tuken imipramine (313%). Ratal
overdoses in which nwvol antipsychiotic drugs werc the
gole ingestant have been reported with clozapine (3149,
olanzapinc (315%), and risperidone (316%). In ono ease
of olanzapine ovcrdose the paticnt had ingested as
much as 600 mg (317%). Acutc extrapyramidal reactions
occur more often nfrer ingestion of high-porency drugs,
such a2 haloperido} and fluphenazinc; these respond
lo parenteryl benzdtroping, bur anvicholinergic drugs
should be used judiciously, so as not to worsen peri-
pherl of central aytonomic toxicity. Other serious, but
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less froquent. campilcagons include paralytic ileus and
hypothermia., Acute renal {aflurc has been very ravely
reported, but is apparcntly reversible and may occur
scoondary to severe hypotcnsion or other causes afiler
acuirs jogeston (312°),

Interactions Adrenolylics Antipsychotic drugs may in-
tensify the offccts of w-adrenoceptor sntagonists, e.g.
phentolamine, causing severe hyputousion (287%).

Alcohol  Alcohol-induced CNS and respiratory de-
pression Is eohanced by antipsychotic drugs (3197, but
cphuncement may be slight i both are used In
rensonable smounts (3207). Haloperidol (but nat chior-
promazing) incressed bleod alcohol concentragions
(119, )

Antacids  Antacids contajning aluminivm and mag-
nesium reduce the gastrointestinal absorption of chlor-
promsazine and other phenothiazines by fotming com-
plexes (3227). The clinical significance ol this is up-
known, '

Anticoagulants Concurrent  administration  with
phenothiazines may cause an increased hypoprothrom-
bioemic offe¢t, prosumably due to cnzyme competition,
However, haloparido) has been reported to lower anti-
coagulant effectivencss through enzyme induction
(8239). k

Antidepressants  Various antipsychatie drugs inhibit
the metabolism of imipramine, noririptyling. and ami.
triptyline (SED-11, 114; 324), In onc study, paticnts
taking amitriptyline or nortriptyline in combination
with perphenazine had up to 70% higher antidepressant
cancentrations than paticnts raking antidepressants
alone (3259). Fluvozainine incrcases clozapine plasma
concentrations (336%, 327%). One fatal intcraction duc
10 clozapine IoXicity has been reported with co-inges-
tion of fAuoxctine (325%). The mechanism is presiimed
to be related lo inhibjdon of clozapine metabolism by
Nuoxetine. Monitoring the clinical responte is recom-
mended for patients in whom fluoxetine hns beon added
10 a srable xegimen of clozapine (326%),

Ansihypariensive drugs  Anlipsychotie drugs may en~
hance the hypoteasive action of antihypertensive drugs,
owing to their ability 1o produce a-adrenoseptor block-
ade. However, phencthiazines may inhibit the hypoten-
sive action nf guanethidine (320™), This antugonizm
dozs not occur with molindone (3237). Combined use
of antipsychotic drugs snd thiazide diuretics has rarely
fesulied in severe hypotension, aad diureticinduccd
hypokalemia can potentiale thioridazine-induced
cardiotoxicity (3237). Phenothiazines rcduce hepatic
metabolism und theredy increase plasma concentrations
of propranolul (3237, In addicion, in one report, 3
schizaphrenie puticnt expericnced delirium, tonic-clonic

13
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scizures, and photoseusitivity altec addition of propran-
olol to chiorpromazine, suggesting that neurolepric drug
concentrations are incroascd by propranclol (329S).
The curdiac cffects of ncuroleplic drugs can be po-
tentiatad by propranolol (330°). Although high dosages
of propranclo! (up to 2g) have been vsed in combi-
nation with chlorpromazine to treat schizopnrenia, me
combination of propranolol or pindolol with thiorida-
zine or chlorpromazine should be avoided if possiblc
(3317). In general, concurrent use of antipsychotic and
antihypertensive drugs merits close patient monitoring
@G5, '

Benzodiazepines Caudon has been recommended
when starting clozapine in paticnts waking benzodiaze-
pines (SEDA-19, 55), Three cases of delirium asso-
<iated with clozapine and benzodiazepines (332°) have
been reported. There have becn scveral reports of syn-
ergistic reactions, resultng in increased sedation and
ataxia, when lorazepam was begun in paticnts already
taking clozapinc (333%).

Bromocriptine The dopamins-blocking activity of
antipsychotic drugs mdy antagonize the clfcols of bro-
mogripdne. Conversely, bromocriptine has been re-
ported to cause cxaccrbation of schizophrenic symp-
toms (334%).

Caffeine Excess csffoine can stimulate the CNS.
which can worsen paychosis and thus interfere with the
results of peuroleptic drug treatment (335™). Neurolep-
lic drugs may preclpiate from solution when mixed
with coffze or tau (336%), but the ¢linical significance
of this interaction is unknown (337°),

Carbamazepine Plusma conpcentrarions of ncurvlep-~
lic drugs can be lowered by carbamazepine, nnd pa-
tonla should be monitored for reduced antipsychotic
clinical efficacy (338%).

Corticosteroids * By xeducing gastraintestinal motil-
ity, antipsychotic drugs enhance the absorption of corti~
costeroids (3197).

Digoxin By reducjng gastrointestinal mothicy, ansi-
psychotic drups incrcase the syslemic availability of di-
goxin and other inotropic drugs and thereby increase
the potential for roxicity (320%).

Erythromycin  Onc casc of incrcascd clozapine
acrum conccntrations has been reported with erythro-
mycin (330%).

Hypoglycentic drugs Because phenotifazines affeet
carbohydratc metabolism. they may interfcrs with con-
trol of bload glucose in diabetes mellitus (222°, 3197).

Levodopa Levodopa and antipsychotic drugs may
interfors with the setfects of each other; the patient
should be monitorad for delerioration in both parkin-
sonism and mental state.

Lithium Neurotoxicity has been reported in around

154

6b@S292:01

20 patients raking lithium and haloperidol; sevcral cases
of lithium-thioridazine neurotoxicity have also been rc-
portcd, The causc of thls interaction has not been re-
solved, but lithium seems compatibla with all antipsy-
chotic drugs, although -paticats should be carcfully
monitored (340%—342"), Persistent dysarthria with ap-

raxia has been reported with u combination of lithium

varhionats and holoperidal (343°).

Methyldopn Dementia occurred when methyldopa
was combined with haloperidol (344€),

Monoamine oxiduse Inhibitors There may be pdui-
tive hypolensive effecis when these drups arc combined
with antipsychotic drugs.

Narcolie anplgestes  CNS and respivatory deprassion
due to narcotic analgesles can be enhanced by antipsy-
chotic drugs (319").

Oral conjraceptives Estrogen-vontaining formulu-

tions may further promote ncuroleptic drug-induced
prolactin stimulation (319").

Phenytoin  Antipsychotic drugs can rcducc pheny-
toin concenrrations by inducing liver enzymes (345%),
bur occasionally serum concentratiuns arc increased
(346"). Phenytoin may also reduce antipsychotic drug
concentrations (347°). An interaction between rdsperi-
done and phenytoin resultcd in extrapyramidal symp~
toms (348%).

Propranalol  Stv under Antihypertensives,

Quinidine Concurrent administration with ontipsy-
chotic drugs, partienlarly thioriduzine, can cause mya-
cardisl depression (3237).

Sedatives and hypnoics Neurelcptic drugs incronsc
barbituratc and scdative<hypnotic slcep tima nnd respir-
atory depression. Lower dosages of barbiturates or
other hypnoties may be indicated in pauents rectiving
antipsychotic drugs (323").

Smoking Smoking, common in schizophrenics
(SEDA-20, 44), has Important cffects on plssms con-
centrations of ncuroleptic drugs. Chlorpromazine con-
centrations were roduced by 36% in smokery (349°),
and in an analysis of a numbcr of factors that porentially
influence chlorpromazine concentrations, smoking may
be second in importante unly to dosage (350%).

Sympathomimetic drugs Anlipsychotie dengs may
reduce or block the prassor cftects of asadrencceptor

" aponists. When using sympathomimetic drugs with both

a ana g acrivity, sntipsychotc blockade of a-sdreno-
captors may lead to unopposed B predominance, result-
ing in severe hypotension (323"). Levartercnol or
phenylephrine may be safer to use in paticmis recoiving
chlorpromazine of other aatipsychotic drugs (320%).

Interferenct with dlegnostie routlnes  Alterations in
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various faboratory valucs may be the result of pharma-
_cological aclions, such as raised blood glucasc or re-
duced serum urate (2—3 days dclay). Onc must also
keop in mind alterations thot indicate cnd-orgun toad-
city, including ralscd serum transaminases, alkaline
phosphatase, or bilirubin (due to hepatic necrosls, hy-
persensitivity,” or jaundice), or increased prothroxabin
timo or scrum cholesterol (by cholestasis, hepavic 1oxf-
wity).

Methodological intcrference has becn reported be-
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The parties have fled a stipatation of taces, from which
the following summary is drawn.

Since Dacember 6, 1993, the plaintift has been hospi-
talized at Cedarcrest, a Facility for the meatment of
mental iness, operated by the state department of men-
il healeh (depariment). The defendunts, employees of
the department, have admioistered long acring psy-
cholropie medication to the plainilT on at least theee
nonemergency oecasiony over his objection, with the
cungent of the plaintifls consevrvaror of the person. The
plaintifts conservator was appointed by the [Tutford
Probata Cowrt on July 29, 1980, under what is now
Geperal Statutes § 162-650, o an prder Lthat states that
the plaintifl Yis incopable of caring lot himself . , . by
reason of physical and mental disabilities.” The written
vonsent of 1he conservalor indicaied that he had met:
with the plainitl, the plaintift's physician and other
membors of the tecatmenr teai, reviewe) tie plaintift's
wrirtent cecord and considered the risles and benefils of
the oedication. I indicated Furlher that the congervator
wr formed of the jikelihood and seriousness of
atlverse side elfects and had cousidored] the plainlifes
preferences, religious views and prognosis with or with-
out the mediculion,

The platntl{l cluimy that undes The provisions of Pub-
e Acts 1993, No. 93-309, which became effective on
October 1, ML Iie taay uol forcibly be medicated
nonemergency situarions without a hemxing in the Pro-
bate Court o detenmine his comperence tu give
informed consent to freatmoent with sueh dhrugs. He
argues that in issuing the 1089 ovder, the Probate Court
sppointing his conservator did not sufliciently corsider
s compelence to give such consent. The defencants
argue that this law does not requive the Probate Court
Lo pass on rhe speeifie Issue ol fhe plainlifits capacity
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oin which o give oy to withhold infermed consent to such medica- o i
v rion, and that they have conformed to the requirements e
bospi ol the statute, ‘ Cie
en hospi- . . . ‘ Lo
zr:lk'm %f Public Acts No. 1993, No. 93-360, congists of lour ' o
1t of men- seerions amending General Statutes §§ 17a-543, 17a- g :
{oyees of 5»10., 12&1—5-&1 and 17542 sc*quc:ntia.lly, The amendnients :, -
ting pSy- '?0 § 17TaeB03 are tl}e most perlinent to the present rase L
ast three ad we set forth in nine subsections. . Y ."]
with the Subsection (2) of § 170517 provides that " [u]o paticat R et
swon, The shiall receive medicntion for the treatment of the mental . ‘
fiartford ‘ illness of such patient withoot the informed consent of B
t is now . ©, such patient, exeept in accordance with procedives set i. .
ates that Torth in subsections (b), (), () aned () . .. " ) .
ewtllll:‘:': 'Hubsettic‘m (B) 0t § 170543 provides t!m(' “In]o moedi- . ' ).
- calvor surgical procedures may be performed without o o [
hy ‘_‘“"t the patient’s writren informed conden!”™ or the wrilten : ]
i ht‘f consent of a conservalor appointed under § 46a-050, ' !
nlm;_l'éill‘sf exeepl in cortain emergeney sibnations. . 'L.
nefits o . -
servator , Sulmeetion () 00§ 172543 provides for rhe establish. 3 :
mness of : x}l:*;l(' of un intermal procedure by a mental health fuellity . a
[aintift™s "fn' the involintary medication ol inpatients in siluas R
or with- tivns where the “condition of the patienl will rapidly ROSY
dererforaee.” suceh modication being tHmdted (o o period .
ot exeeeding thivty days, o
:qr Lub- Subsevlion () of § [Ta-543 providoes: “If ir is deter o
ttive on mined by the head ol the hospital and two qualifive "
rafed in physicians tha o paticenl is ircapable of giving informerl ' ¢
the Pro- congent (0 medicntion for the treatment of such. R
to give . pirlent’s mental hiess and <uch medicarion is deemed ' B
ags. He (12 he necessary for such patient's trealment, o fncility
& Court « . X may utilize the provedures established In subsection
onsider (<) of this section and muy apply (o the courr ol probate !
mrlanes lor appointment of a conservator of the person under ;
e Cowmr gecrion 45a-650. The conservator shall meet with the : «
apaeity » patient and the physician, veview the patient’s written N

!
3
i
{
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record and consider the risks and benefits from the

medication, the likelihood andg seriousness of adverse

side ellects, the preferences of the patient, the patient's

religious views, and the prognosis with and withoul

medication. After cousideration of such information, :
the conservaror shall either congenr to the patient S
receiving medteation for the treatent of the pagent’s
mental iliness or refuse to consent to the patient receiv-
ing sueh redication.”

It has been argued that the consent of the conservaror
i Hie ~reve-tv-se iy suffi-le —nth~r'ty -1 the h~——i¢-l
to administer psychotropic drugs to the pluinriff over
his obhjection, sinc¢e § 172543 (4) specifically lists § 17a-
Hdd (b) as an exception and § 17a-543 (b) on its tace
provides that “medical or surgical procedures” may be
performed with the written consent of a conservator
who has been appolnted uncder § 45a-6G50.

ek Tl

This arpument must be rejected for the following 4
three reasons. First, § 17a-543 (b) vefers ro "medical or :
surgical procsdures” only, This term falls shart and i
tdoes not include Ymedication for the reatment of o "
wental illness The phrase usced tn both subsections N
(o) and (1) of § [Ta-B>E prior to its mmenchnenl by Public 4
Acts 1993, No. BR300, was "medicatfon and creatment,” 1

whicl is saumuneh broader Lerm than “modical or surgical

procedures,” bul 1he Tormor phrase wwas nof retalned .
in Publiv Acts 1993, No. 032309, Thix would indicate a .
tegislative intont not to include rhe medication Tor the

freatinent of mental illness wilhin the term “mecical o

surgical procedures.” :

Secound. Lhe exceptions listet! in subsecrion (L) of
§ 17843 and st lorth in subsoctions (b), (d). () and
() of thad statute are In the conjunctive and nok in .
the digjunctive, Subsection (o) ol § 1Tu564 ¢annot be :
opernlive with relerenice to § 17u-543 (h) alone, bur
must be inrerpreted togecher with the other subscctions

s

shload UTT:2T . ArR2-£-834d
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Due . Unnter

guage ol the entive public act, lowuever, cleurly estab-
lishes the right of a person tu give or to withhold his

) of f
;) )an d infoimed consent with respect to such (reuatment. : ;
wt in Public Acts 1993, No, 93-369, provides: “No putient R
wt be shall recoive medicutioo for the treatment of the mental ]
:._bllt iliness of such parient wirhout the informed consent, of . '|
“Liong such patient . . . .7 Public Acts 1993, No. 93-369, § 3 !
i

!

" o

g =

RSN E - R

> the of § 17543 particularly () and (e). It § 172543 pro- P
wlverse vides tor a procedwre for the appointment of a conserva- P
aient's tor under § 46a-650, and, thereafter, that conservator is Vi LA
vithout requiredl TO meet the several conditions set toxth in tpto
nation, that subsection before he can validly cousent to the coLet L
patient sudnudndstration to his ward of medication for mental R
ltlen_c's illness, it would make no sense to permiit a single con~ : A
recev- sent under subsection (b) of § 17a-843, IF this were . "5.\,‘
sufficient, all of subsection (e) of § 17a-543 would be Rt
vator meaningless aud have qo effect. B
?‘SPRN Tidrd, if the procedurg oullined in § 170543 (&) is P it \.
T over mandatory on any conservator, it is obvious that in the Uy
¥ 17a- procedure of applying for a conservator by a tacility, H 7”',3'i
5 face either aller, vr withoul gouing through the procedure of : 2 !
nay be § 1Ta-543 (d), the ward would have an vppuciunity to . Sy
rveiar be heard in the Probare Gourt on the specific question G
of whether he i$ able 1o give informed consent. Indeed, ' !
owing ina situution. where the P).'l;:l_‘l‘:lte" L.‘.r_\urt were to ﬁ‘ncl that TS f
lcal or a ward was ihcapable of giving informed consént, the o
¢t and cowrl’s order appoinging the consevvator might yensibly ot ;'i
t of a include o divect referencs 6o the power of the conserva- . ' }
ctions tor te give such consent, A
Public Publle Acls 1993, No. 93-3G9, doos nol expliciuy ! . _}
nent," address the question al issue in (e present euse; " ,
irgical ‘namely, whethoer o perion whose ermpervator has given ! } .
Aained consent is entitled to o Further proceeding in the Probate T
rate a Court to adddress the issie of that person’s competence ¢
pr the tu give consent o the administration of psychotropic o
cal or medication for the treatment of mental lness, The tao- )
1

W0Nd BTT:2T  L@@2-c-gad
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provides In relevant part: “"No patient . . . shall be
deprived of any personal, property or civil vights . . .

_unless he has been declared incompetent pursuant to
sections 45a-64. (o 456a-G62, inclusive. Any finding of
incompetency shall specificalty stale whick civil or
personal ¥iphts the putient is incompetent to exercise.”
(EBruphasis addecd.)

Reeent United States Suprenve Court cases have indi-
cated thar a strong due procesy safeguard sucrounds
the right not Llu have vae's budy invaded by unwanted
administration of psychotrople thedieation in the
absence nfa finding nf overriding justifical ion and medi-
cal appropriateness. Rigying v. Nevada, 604 U8, 127,
13636, LL2 S, U 1810, 118 L. Bd. 2d 479 (1992); Wush-
fngton v, Harper. 494 (18, 210, 222-23, 10 S, C. 1028,
108 L. Bk 2d 178 (1990).

The legislative history belhind Public Acts 1903, No.
93368, demonstrates a clear inteuHon to being due pro-
cess protection against inveluniary psychotropic medi=
calion Lo mental patients in the light of these Supreme
Court decisions. As Kenneth Marcus, the depuly com-
missioner of the state depactmend of mental health,
idlicated: “Current law ., . provides thal a person
‘who has been involundarily conunirted cau be weli-
varted nguinst his/her will, The United Stales Supreme
Courr , - . has ruled Lhat such statules which uoiater-
ally allow i state to medicate n person against bis/her
will are unconstitutionul, HLB, 7288 . . . brings Con-
necticut law lnfo compliunce with V.S, Suprene Couwrd
vulings (Wash inglon v Elurper and Rigyins v, Nevadit)
on involuntary medicarion and it provides due process
proreciions for patienrs , . . 7 Conn, SJoinge Stasding
Covuniltee Hearings, Judiciay, P1L Y, 1090 Sess. p. 3018,

FFor the woretnentioned reasons, the court conchides
that Public Acts 993, No. 93369, pernuits a patiend
vbjrcting (v medication for a mentad iliness (o have a

6bBSIS2 0L
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it ety oy
Loika 0. Avton Caganlly & Surety Co. L . [ '
hall be determination by the Probate Court of his abllity o give I
. informed counsent in o procedure not ingtituted under Vvl -
pant to § 17a-D453. ' S
tmi’ 0"/, . The defendanis we therefore restrained from med- IV
:rl:i«: ” ical'v'mg the plaln_tit'f until he consents or hu.s had o duly S T
; noticed hearing in the Probare Court resulting in a fing- v .
lng that he is unable to give informed consent to medica- o
ve indi- tions for mental ilness and that his conservator hay T
rounds submitted a writing thar indicates be has followetl the e
yanted procedutes set rorth in Lhe new subsection (¢) of § 17a- G
in the Hdad. lisling the steps taken, and stating that after consicl- o N
imedi- eration of the lnformation received, the conservator : .
s, 127, “conseuts to Lhe plaintift veceiving such medicarion, -
Wash. Nothing in this restraining order should be fnlerpre- o
. LO28, ted o jaterfery wilh e right of the derendails (o o
- administer medicntions in ehergency situations under g
13, o, § 170043 (D) orin rapidly rleleriura(ing-sitmjt‘lnns unler : LT
10 pro- § 17?&--:)43 () orin dircet Ihreat of havm siluations under :
s medi- § 17a-5-83 ().
preme . ) - ' :
rentth, WILLIAM J. LOWKA ET AL, COADMINISTRATORS BRI
erson (ESTATE OF CHEVENNE L LOIKA) ET AL, 1, o
medle ATITNA ('ASUAI:'I'Y AND SURETY . o
prenie COMPANY ET AL.*
ilater- Saperter Lol Adudhe al Disiraet of IMils No GHIGR '
s/Mher Mutrenox at Mukliotown
; .("“Jn- Instrer Retiogn 16 rweover ahdiipnal beladits doe plannfls pmler wnin o
Courr syreed undevmsured mransd prnkaols af thew antonnlale habible paot- '
Luda) tey with aannsd delendunt sad wirly defeadoae widerieer of defenduat ’
'OUess dinver. whelher, for pumpiss~ ol sstvery under pollews eied by ;
;n.:[jng defondings, phantlty' docedenl, passenger iy aomobile by delidanl "
.3013. umleruserery ssurel, wis ujoped pesean dd ahiothyr volaele shis
opepied wad tim=wed snfomohile: swhetiner dofesdant palvinimne;
Tucdes v Lo De Gl led o pop aeeadenr erpdir 001 ol Dgneys 1 pail (0 Vs
arient . ."'_':'_':“:‘J_g‘_ﬂ.'"“\"":_‘f\h‘"l 3‘".1' phnntift; whether named Ul‘f.l'lﬁlfl_l'.—a}j N
nave a > AMTinswst I Coun, .\p_p_ TITT,u—T .\.-_:q':.;-,.mr'h_” - .
. : .




'92/03/2007 BAT 17:28 FAX 860 262 6233 DUTCHER 3 SOUTH

288 Conn, 44

criminal law
aly determin-
verrides the
82 The stata,
le factors by

mployed by
retween the
ance of the
1 U.S. 418,
1979). . . .
4A.2d 323
e’sﬁﬂence is
t{ .cases
sher quasi-
important
asis added;
Dawvig, 229

166 (1994),
f eriminal
efect and

usnass of the
wdans to trial
vmike of the
mee notwith.
m required it
ental illness,
1a defendant

) trinl §s fun.
‘0 gocinl jus-
ting Jilinoly
tota's inter-
me allegad,
Becauge all
gnition that
ropriste to
4 R Y

m———— e e e — o

etp oy e

6605282101

233 Conn. 44 MAY, 1995 87

Stata v, Garcla

remanded td the custody of the commissioner of men-
tal health was entitled to the same procedural protec-
tions, when the state patitioned for an extension of his
term of commitment, as any other individual facing civil
commitment proceedings. Accordingly, because the
government must demonstrate by ¢lear and convinc-
ing evidence that an individual is mentally ill and dap-
gerous in order to prevail in civil commitment
proceedings, we concluded that the government must
bear the same burden of proof when it seeks to retain
custody of an acquittee beyond his current period of
commitment, *'Although these procedural protections
are directed to persons who are civilly committed, they
apply a8 well, under federal equal protection law, to
a state’s initiation of involuntary commitment proceed-
ings for certain persons involved in the criminal jus-
tice system, such as . . . eriminal defendants found
not competent to stand trial. Jackson v. Indiana, 406
1.8, 715, 724, 92 8. Ct. 1845, 82 L. Ed. 2d 4385 (1972).”
Id., 413. Because our provizions for civil commitment;
See General Statutes § 172-498 (¢);** and for conser-

B General Statutes § 172498 (o) provides: *The couxt shall require sl
sworn certllicates of at lsngt two importial physicians salected by the court.
one of winom anall be a prackicing paychiatrist, both of wham shall be licenged
to pructica medicine in the state of Connocticut and to have been practi-
tionura of medicine ab lcast one year and not connected with tha hegpital
for mental illness to which tho applicstion is being mude, nor related by
blood or marriage W the applicant, nor to the respondunt, Buch certificaruy
sholl indicato that they have personally examlned such person within ton
days of such hearing. The court shall appoint such physicians from a punel
of physiciuns and psychisteista provided by the commigsioner of mental
health and such appointments shall be made in aceordance with regulationy
to be promulgated by the probate court administrator in sceordsnce with
sackon 48a-77. Each such physician ahall mske his report on a separate
form provided for that purpose by the department of mental hoalth and
shall angwer such questiony 33 may ba st forth on such form ay fully and
complutoly a3 reanonably possible. Such form sholl include, but not be limited
to questions relating to the specific mental iilngss alleged, whother or not
the respondent ls dangerous to himself or herself or others, whether or
not such lllness hag resulted or will rewult in serivur disruption of the reapon-
dent’s mental and bshaviorol functioning, whether or not hosplal treat-
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vatorship proceedings, which gevern the g.ppointment
of 2 conservator of the person for an individual incapa-
ble of caring for himself or herself; see General Stat-
utes § 45a-650 (c);** require proof by clear and
convincing evidence, we are convinced that the state
ought to shoulder this burden of proof when it seeks
to medicgte a defendant involuntarily in order to ren-

mentia bothn y and available, whether or not less restristive pluse-
ment {s recommended und available and whether or not respondent is incapa- \
bls of underztanding the need to accept the recommended (resument on
a voluntary basiz, Any such physician shall otate upon $he form the rens
sons for his or har opinl Such raspondent or his or her counsel shall
: hava the right to present evidonce and cross-examine witnesses who tes.
tify at any hearing on the application, If such respondent notifies the court

. not lasa than thres days bufore the hearing that he or she wishes to crobs-
) .examine the examining physicisns, the court ahall order such physicians
tv appear. Tho court shall cause a recording of the testimony of such hear-
A ing to bz made, bo bo tranacribed only in the event of on appeal from the
" : ) deeres rondered hersundar. A copy of such transeript shall be furnizhed
i without charge to any appellant whom the court of probato finda unahle :

: to pay for the pame, The cast of suck transexipt shull by prid from funda ’ .

i uppropriated to the judicial department. 14, on such heating, the courtifinda 1 4
by clenr and convineing avidence that the parson complalned of is men- ) .
tally ill and dangerous to himgelf or herself or orhors or gravely digabled,
it ghu)l make nn order for hlg or her commitmens, coneidering whether or
nok g fess restrictive placement in availuble, to 8 hogpital for mental iliness :
to be named in Such order, there 1o be confined for the period of tho durg.
tion of auch mental illnesa ar until he or she is discharged or converted
to voluntary status purausnt to section 173606 in due courac of law, Such
¢ourt order shall further comnand gome suitsble person to convay such
P to much hosplesl for mental {liness and doliver him or her, with o
copy of such order and of such cartificates, to the keoper thereof. In appoint

o w2

.l

R

Qe ——

e maeal

ing & person to exceuts guch order, tha court shall pive preferenae to n ~ -
near relativo or friend of tha mentally (Il petvon, so far ag it deems i prae- i !
ticobla and judicious, Notice of any action taken by the court shall be givan €

“to ... _esp.n_en_n__ . Is op he. _..omey, L uny, i.. ouch ma....c. ant.c g

. ¢ voncl dea woul " be nppropriate under he circumstances.””’

™ Qeneral Statutcs § 46a-600 p~—id-3 [~ £*l-"a~t p-ri: “HEARr Q.
AFPOINTMENT OF CONSERVATOR. + . , .

**(c) If the conrt finds by clear and convincing evidenca that the respon-
dent {a incapable of managing his or har affairs then tho court shall appoint
a conservator of his or her estate, If the court fnds by clear and convine-
ing ovidence that tha raspondent i inespable of caring for himoclf or har-
gclf, then the court shall appoint & conservator of his or her person.”!

av

S
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clear and for forced medication by elear and convineing evidence).
at the state :
hen it seeks w

the court finds i L as Tk

ried of 18 fuen ant, although incompetent to stand trial, is competent

avely :i:;bledv to make his own health care decisions, the trial court

o ntal ilmads should appoint a health care gnardian to represent the
y : a0 O

4d of the durg- { defendant’s health care intereats to the court.’® On

L":t‘l’:m;ﬁg ¢ Although the Suprema Courr flid not exnlicitly adopt & stendord of preof

e_z% l: nfpot{.nb ’ allows for the civil commitment of Individualg shown by eloar und conving.

;i er ﬂ"" rac? ing evidence to bo mantally ill and dangorous, In light of the mignificant
;illilmbe P liberty Interest at stake in & hearing on forced medication, due process
:nmu n!;‘:g: requires ng Jighter burden on the stata in this context,

ncas.” , 38 Becsusa we are hob confident that the appolntment of a health care

1t tha respon- powera over matsers of crimins) justice, mthor than under the federal due
ishall appoint . pracess clavge. We note, however, that our concltision is supported by con-
h’:“:g’“"*}l":‘ 3 stitational considerations ag to how Yo give proper defercnce to the medi-
X orner- «u dycisions of a peroon net compotent to maks such decisions on his own;
i peyson. 500 Woodland v. Angus, supra, 820 F, Sup. 1515-18; and by otate law provid-
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der him competent to stand trial.’¢ See Donaldson v.
District Court, 847 P.2d 632 (Colo. 1993) (recognizing
that petitioning party must establish factors allowing

The defendant also claims that a guardian or special
public defender should hava heen appointad by the trial
court to represent his medical interests. We agree that
a defendant’s mediecal interests may diverge from his
legal interests and, therefore, that representation by
counsel may be insufficient to protect adequately an
incompetent defendant’s medical interests. We also
agreo that, in most circumstances, a defendant who is
incompetent to stand trial also will be fncompetent to
make his own health care decisions and, therefore, will
be unable to assist his legal counsel to advocate for his
best medical interests, Accordingly, barzing the unustal
circumstance in which a trial court finds that a defend-

for hearinga conccrning the involuntary medication. of a eriminal defend-
ant in Riggins v. Nevada, supra, 504 U.8, 136-36, it did cite bo Addinglm
v. Texas, nupta, 441 0.8, 418, For tho proposition that tha dua pragess auwie

guardion |6 vequirad by npplicable due pracedx principles, but bocouse we
are nonethelgps convinced of the wisdom of such an appaintmoant in pn appro-
priate case, we reach this determinution on the basls of our supsrvizery

R ) poah faid o ; : . > i
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charged with his protection must zeck a
judicial determination of substituted judg-

ment. No medical expertise i required in,

auch an inquiry, although medicyl advice
and opinion is to ‘be used for the same
purposes and sought to the same extent
that the incompetent individual would, if he
were competant, We emphasize thot the

determination is not what is medically in .

the ward's best interosts—a determination
better Joft ta those with extensive medical
truining and oxperienca, Tha determina.
tion of what the ineompetent individual
would do if competent will prohe the incom-
pewent individual's values und preferences,
and such an inquiry, in o ease involving
antipsychotic drugs, is best made in courta
of competent jurisdiction,

There ia no bright line dividing those
decislons which are (and ought to be) made
by a guardian, from those for which a judi-
cial determination is necessary, The len-
aion which makes such a line 20 difficult to
draw is spparont. There is an obvious need
For broad, flaxible, and rasponsive guordi-
anship powers, but simultaneously there is o
need to avald the serigus conseqiiances ac-
companying a3 well-intantioned but mistak-
en exercise of those powers in making cer-
tnin medical treatment decisiona,

We have recently identified the factors to
be tuken into account in deciding when
thera must be a court order with respect to
medicd]l treatment of an Incompetent pa-
tient. “Among tham are at loast the fol-
lowing: the extent of impairment of Lhe
patient's mental faculties, whother the pa-

1. Mass.Adv.Sh. (1980) at 1218-1217.

t0. The dociors who taestificd in tha procacdings
below used the terms psychotropic (actlng on
the mind™) snd antipsychQlic (“tenaing Lo al-
loviate psychosis or psychotle states”) inters
changeably. Webater's New Colleginte Die-
tlenary, at 50, 924 (J9708).. The distinetion ba.
tween the two terms has buen subject to confu-
slon tn the past. Sea Rogers /I suprx ot 653
n.), Toe specific drugs recommended In thiz
caze, Proilxn (fluphenazioer) and Haldol (hale-
peridol), are both classed ax “major tranquiliz-
erx’ or “neuroleptics.” Plotkin. Limiting the
Therapeutlc Orgyr Mental Patlents’ Right to
Refuse Treotment, 72 Nw.U.L.Rev. 461, 474
.75 and 0.77 {1977). Seq generaliy Physiclans'
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tient is in the custody of a State institution,
the progmosis without ths proposed treat-
ment, the prognosls with the propoed
Lreatmant, the complexity, risk and novelty
of the proposud treatment, its possible side
elfects, the patienl's level of understanding
and probable reaction, the urgenay of deci-
sion, the consent of the patient, spouse, or
guardian, the good faith of those who pure
ticipate in the declzion, the clarity of pro-
teasionnl opinion as to what is good medical
practice, the interests of third persens, and
the administeative requiremunts of any in-
stitution involved™ Matler of Spring, su-
Pri ot —— ~—' 405 N.E.24 115, ‘Without
intending lo indicale the relative imper-
tance of these and other factors in all cases,

it in appropriate lo identily come of thaesc-

factors which arc weighty considerations in
thiz particular case. Thay are: (1) the in-

-trusfvenews of the proposed trestment, (2)

the posaibility of adverse xide effects, (3)
the absence of an emergeney, (4) the noture
and extent of prior judicial involvement,
and (5) the likelihood of cunflicling inler-
ests, ’

(1) The intrusiveness of the purposed
trcatment. We cun identify lew legitimate
medical procedures which sre more intrus
miva thun the forcible injection of antipey-
chotic madicatinn® “In general, the drugs
influence chemical transmissions to the

bruin, affucting both sctivelory apd inhibi=

tory functions. Because the drugs’ purpoeze
js to reduce the level of puycholic thinking,
it i¢ virtually undisputed thor Lhey ure
mind-slteding.” Rogers [, supra at 1860, A
single injection of Haldol, one of the anti-

Degk Reference 1116-1118, 1728-1733 (3Sth
&d. 1981). Thuir usge iz characterized by "(1)
marked gedalion. withour aleep; (2) ‘offcuiives
ness in the most Intensely agitaied and excited
patient; (D) progresdive disappearaace  of
symproms in acute and-chronie psychoses: (4)
extraspyramidal reaction; and (5) subcortical
site of nction.” Plotkin. supra at 474 n,75. We
refcr wo these drugs as "nmipaynhqun“ drugs,
s mure gonherally accepted and less confuzing
desipnayon than other terminology.’ Amerk
ean Coflege of Neuropsychupharmacology-
Food and Druy Adminatration Tosk Force.
Neurologic Syndromes Associpted with Anti-

psychotic Drug Usa, 289 New Epgland J. Med.

20, 20 (1973).

[
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paychotic drugs proposed in this cose. AR b3
effective for. ten to fourteen days, The
drugz are powerful enough to immobilize
mind snd body, Becauao of both the pro-
found effeet that these drugs huve on the

thought processes of an individual and the’

well-eywablished likelihood of severe and ir-
reversible ndverse side effacts, aee Part XX
A(2) infra, we treat these drugy in the same
monner We would treat psychesurgery or
electrotonvulsive therapy. Compare Plot-
kin, Limiting the Therapeutic Orgy: Men-
tu] Putients' Right to Refuse Treatment, 72

. Nw.U.L.Ryv. 461, 468-474 (1077), with id. at

474-479. Additionally, "elinicinng have en-
countered greut difficulty in scientificully
predicting o particular individual’s response
to a particular drug. and the results fre-
quently appenr paradoxical or ldiosyncrat-
ic." Id. at 474=475. The record in this cage
indletes that if the drugs were mistakenly
administered to a nonpsychotic individual,
then that individoal might duvelop 2 “texie
psychosig,” eauging him to suffer symptoms
of psychosis, While the actual physieal in.
vasion involved in the administration of
thess drugs amounts o no more thun an
injeation, the impact of the chemicals upon
the brajn is sullicient to undermine the
foundutions of personality. :

While antipaychotic drugs <an actually

lezaen the amount and intensity of paychots’

ie thinking, among the mast jmporiant rea-
song for their continued use is to control

11, The pbvious powential Jor misuce of thuse
drugs provides an addltional reason (o require
Judiclal approval prior to the Forcible uss of
antipaychetic druge upon [nsompetent individus
nis, Another court. whigh in the past has not
required count orders regarding the tarmunation
of lite support equipment. now requires g court
order before administration of treatmunt which

Nad been “'subject (o kbuse in the pagt.” o re .
Grady, 85 N.J. 235, 252, 426 A.2d 187, 475 .

(1881}, Compare In = Quirtfan, 70 NI, 10. 3565
A2d A7, cert, demaed 2ub nom. Garger v. New
Jersey, 429 U.S. 922, 97 S.Ct, 319, 50 L.Ed.2d
289 (1076), with In e Crady, supra. Commen-
axors anad courts nave {dentlfied nbuses of an-
tipaychotic madicatian by thase clalming to act
inoni patent’s best 1 $. Sec Plotki

supra: Baldesgarini & Lipinski, Risks va. Bene-
flts of Anupsychdtic Drugs, 282 New England
J. “'a’. 427 (1973); “omment, A vances in
Mental Henlth: A Case for the Right to Rafuse

GUARDIANSHIP OF ROE
Clten3, Mass., 421 N.E.2d 40

urturtu

Mysa, 53

- otkin, supra at 478, “[TThese
drugs have been jntentionally used for disci-
plinary purposes, and they have been unin-
tentionally misused 23 a result of efther
ignorance or inadequatc resources. While
psychotropic drugs may play o significant

role in the treatment of psychintric disor- -

ders, there is no wisdom in permitting their
continued indiscriminate use upon uncon-

'senting persons or upon persons who are

uninformed as to thelr potentizl conse.
quences,” Id. at 478-479.

{2) The possibility of adverse side effscts.
Although, os we astablizh rbove, the intend-
ed offects of antipsychotic drugs are exa
trome, their unintended effects are fra-
quently devantutling and often irreversible,
The adverse gide effects accampanying ad-
ministration ol antipsychotic drugs have
been known since the late 1850’3, Baldes-
sarini & Lapinski, Risks vs. Benefits of An-
tipsychotic Drugs, 288 New Englund I.
Med. 427, 428 (1973). “ "(TJaxic’ elfects reg-
ularly accompany the use of antipsychotie
drugs to ameliorate schizophrenic Bymp-
toma. The most common results are the
temparary, muscular side effects (extra-py=-
ramidal symploms) which disappear whon
the drug iz Lerminated; dystonic reactions
{mugcle spasms, especially in the eyes, neck,
face, and arms; irregular Qexing, writhing
or grimacing movements: protrugion of the
tongue); akathesiu (inability to stay still,
restlessness, agitation); and Parkinsonisms

Treatment, 4B Temple L.Q. 334, 304 (1975).
See also Mackey v, Procunier. 477 F.2d 877
(dth Cir. 18732 Rennie v. Klein, 478 F.Supp.
1234 (D,N.J.1973) " Pena v. New York State
Div, for Youth, 418 F.Supp. 201, 207 (S.D.N.Y.
1876); Nefsop v. Heyne, 335 F.S5upp. 451, 453
(N.D.AInd.1872), aff'd 491 F.2d 332 {7th Cir),
aert. denled, 417 U,S, 976, 84 S.Ct, 3183, 41
L.Ed.2d ) 148 (1974).

‘The Supreme Court of New Jersey remsonaed
thut a gourt "must ensura that the law does not
ullow apusa 10 conlinue.” In re Grady, supra.
Wa agree. The power of Lthe Stote—and those
cmpowered o Act by the Slate—tp adminlster
mind-altering medication mugt be carefully ¢ire
cpmscribed DY guidelines and ¢losely acrutis
njzed for mbuse, *Whaldver powers the Con-
astitution has granted our government, invalun-

tary mjnd cootrol Is nel ona of them, absent
extrnordinary clreumstances.”” Rogers I, supra

at 1367,
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54 Mass.

(mask-like face, drooling, muscle stiffness
and rigidity, shuffhing gsit, teemorn),  Ad-
divionolly, there are numerous other hon-
mupcular effects, including drowsiness,
wenkness, weight gain, dizziness, fainting,
low blgod prissure, dry mouth, blurred vi-
sion. loss of sexual desire. frigidity. apathy,
deprassion, constipation, diarrhes, and
changes in the blood. Infrequent, but geri-
ous, nonmuscular side effects, wuch as skin
rash and skin discoloration, ecular changes,
cardiovaseulsr chunges, and occasionully,

. sudden deuth, huve also heen documented.

“The mosat serious threat phenothingines
(one type of antipsycholie drug] pose to a
putient’s health is u condition known as
tardive dyskinesia, This effect went unrec-
ognized for years because {3 symptoms are
often not, manifested until 1ate in the course
of trestment, semetimes appearing ofter
discontinuation of the drug cauaing the con-
ditdon. Tardive dyskinesiv is churuvctenized
by involuntury muscle movements, often in
the oral region. The associnted rhythmic
movementd of the lips and tongue (often
mimicking normal chewing, blowing, or
licking motions) may be protesque and so-
cially objectionable, resulting in consider-
ble shame and embarrasvment to the vietim
and his or her fumily. Additionally, hypar
trophy »f the Loague and ulcerations of the
mouth may oceur, specch may become in-
comprehensible, and, in extreme  casos,
gwallowing and breathing may become difs
ficull. To dute, tardive dyskinesia hag re-
sisted curative efforta, and its dissbling
manifeatations muy persiat for years.

#There Is lile doubt thut projonged ad-
ministration of psychoactive drugs plays &
major. role in the developmoent of tardiva
dyskinesia. Individual suzceptibility to the
condition depends apon 8 varjely of factors
jocluding ineruasing age, sex, and the exist.
cnee of arganic brain syndromes™ (footnotes
omitted). Plotkin, supra at 476-477.. Com-
mentaters and courts have found that an-

12, We admit thre poszibility snd express the
hope that Juture medical aavances may pro-
duce antipsychotic dnigs free from Lhe severe
adverge 3lde elTecls wa have dcscrided angve,
At the same time, it must bs noted that the
intended effert of tha medication—io alter

4z1 NORTH EASTERN REPORTER, 24 SERIES

“ tipsychotic drugs are high-risk treatment.?
“Tardive dyskinesiz is the most fmportant
complieation of long-term neuroleptic use,
What waa initially thought to be a rare
clinieal curiosity has become a signilicant
public health hazard! Jeste & Wyatt
Changing Epidemiology of Tardive Dys.
kinesia: An Overview, 138 Am.J.Paych. 237,
297 (1981). “[TThe risks of iatrogenically
produced chronic neurclogic disability arc
alarming.” Baldessarini & Lipinski, supra
at 428, See generally Jeste & Wyntt, su-
pra: American College of Nauropsycho-
pharmucology-Food snd Drug Administra-
tion Task Foree, Neurologic Syndromes A3«
soclated with Antipsychotic-Drug Use, 289
New England J. Mued. 20 (1973); Crang,
Tardive Dyokincsia in Paticnts Troated
with Major Neuroleptica: A Review of the
Literature, 124 AmJ.Psych. 40 (Feb. Supp.
1968). Sec also Scort v. Plante, 532 F.24
939, 945 .8 (3d Cir. 1976); Rogers I, suprs
at 1360: Rennie v. Klein, 452 F.Supp. 1131,
1136-1138 (D.N.J.1978); In re Bayd, 408
A.2d 744, 752 (D.C.App.1579).

(8) The absence of an emergency. The
evidence presented in tha proceedings below
makes it quite elear that the probate judge
was not prescnted with a situation which
could occurately be described aa an omore
geney. We aceepl the dictionary delinition
of “emergency™: “an unforcseen combina-
Lion of eireurnstances or the resulting state
thal calls for immediate aclion.” Websier's
Third New Intl Dictionary, at 741 (1981).
Medicul evidence showed that the ward ap-
parently had been schizophrenic for four
years, without more than slight or tampo-
rary improvement, and that without treat-
ment his mental health could detoriorate.
Expert testimony indicated that the proge
nosiz for mosl individualy with untraated
schizophrenia was “gradual warsening.” In
an.atcempt to elicic on individual prognosis,
counsel for the guardian posed a significant
qucation to the cxpert. “{Ib there o point

mental  pr by definit ¢t be
eliminated from those drugs we have descrided
as “antipsychotle.”” Nevertheless. we do not
foreclose reconsigeration of these isgues wnen
and If it ean bo rhown thar the characreristlas
of antipsychotic drugs have changed,

i L
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s Clause, which per-

1

@mcmw w HARPER

210 Qpinio ul che Cowrt

written, the Policy veyuires that the decirion whether to
melicate an inmate sgainst hiv will be made by a hearing
committed eotoposed uf a paychiatiivt, a pavehologist, and the
Center's Associate Superintentlent. Noune ol the commiltee
membelrs may be involved. at the time of the hearing. in the
inmatey treatment ar disgnosiy: members are not disguali-
tied from wsitting on tha committee, however, it they have
tranted or diagnosed the inmate in the past. The ¢commit-
tee’s deeidion is subject to veview by the Superintendent; if
the hunate 50 desirer, he may seek judicial review of the deci-

© slon in o state court. See s, ak 216, Respondent con-

tende that ouly 2 comrt should make the decision to medicate
an inmate against his will,

The procedural protections requireld by the Due Process
Clatde must be determined with reference to the rights and
intéresty ut stake in the pavticular case, Mmrrissey v.
Brewer, 408 U, 8, 471, 481 (1972); Hewitt, 459 U. 8., at 472
Greenhnltz v, Nehraska Penad Immpates. 442 U8, ), 12
(19T, The fuctors that guide us are well entablished.
“Under Mathews v. Eldridge, 424 U. 8. 319, 336 (1976), we
conwvicer the private interests at stuke in o governmental de-
civion, the governmental intevests involved, and the value of
proeedural requirements in cetermining what procass ix due
under the Fourteenth Amendment,”™  Hewilt, wiipra, nt 473,

Respondent's interext in avoiding Lhe unwarrunted admin-
istration of antipsychotic druge s vot insubstantivl,  The
foreible injevtion of medication intv 3 nonconsenting person's
body represents a substantial interference with that person's
liberty. CF Yinstnn v, Lee, ATO U0 S, 753 (19851 Se/mterber
vo Culifornio, 284 UL 8, 767, 772 (1966).  The purpose of the
drugs is to alter the chemieal bulunce in a putient’s brain,
leading to changes. intended to be beneficial, in hls ox her
cognitive processes, See n. 1, sapra. While the therapeu-
tie benefits of antipryehotie drugs are well docwunented, it
ix ulso true that the drugs can have serious, even fatal, side
effects.  One such side elffeut identilied by the Wil cowt
ig aeute dystonin, 4 severe involuntary spasm of the upper

i : [ Yoy
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Opinion of che Court 494 T 8.

body. tongue, throat, or eyes. The trial court found that it
may be treated and reversed within a few minutes through
use of the medication Cogentin. Other side effects include
akathesia (motnv restlessness, often characterized by un ib-
ability to sit still); neuroleptic malighant syndrome (a rela-
‘tively mwe condition which can lead to death from cardiac
dysfunction): and tardive dyskinesia, perhaps the most dis-
cussed side effect of antipsychotie dreugs,  See Finding of
Fact 9, App. to Pet, fur Cert. B-7; Briet for American Pgy-
chological Association as Amicus Ciride 6-9. Tardive dys-
kinesia ig a neurological disovdey, imreversible in some cases,
that is characterized by involuntary, uncontrolluble move-
menta of various muscles. especiully around the face, See
Mills, 467 U. 8., at 298, n. 1. The State, respondent, and
aniel sharply disagiee about the frequency with which tax-
dive dyskinesia geowrs, its severity. and the medjenl profes-
sion'® ability to treat, arredt, or reverse the eondition. A
fuir reading of the evidence, however, supgests that the pro-
portion of patients treated with antiprychotie drugs who ex-
hibit the symptoms of tardive dyskinesia ranges from 10% to
26%. According to the American Psychiatric Assuciation,
stucies of the condition incicate that ¢0% of tardive dys-
kinesin js mild ov minimal in effect, wil nbout 10% muy be
characterized ay severe, Brief for American Psychiatrie
Associntion et al, as Amici Curige 13-16, andd n. 12; see
ulso Briet for American Puychological Association ag Andicus
Curiae 8.4 ‘

SJUNMCE RUNVRNR I eoncerned with “diseount{hag] the sevvety of
thexe drugs.”  See pogt, ab 289, 0o 50 Ap our discussion in the text indi-
cuten, we dre well aware of the side effevts and risle presented by thege
iz we also we well aware of the disgpreements in the medicd protes.
sion uven the frequency, severity, ind pernunence of these side offcts,
We have seg forth o i assessment of the ainrent stute of medieal knowl-
edire ubour these dioges,

What Jysmicr STrvens “(lseowin(s)” are the benefits of these diges,
wml the defevence that is owed to medien] prolessionitls whe have the full

oMy U9T:27  1e82-82-834
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* WASHINGTON n HARPER
2)0 . Opinion of STEVENS. J.

concerned. the inmate, the institution. its staft, the physi-
gian, and the State itself. Gt. Zinermon v. Burch, ante,
p- 118. It is a step that should uot be avoided or neglected
when significant indieations of incompetency are present,

JusTicE STEVENS, with whom JUSTICE BRENNAN and
JusTIice MARSHALL join, conewrring in part and dissenting
in part. o

While I join the Court’s explanation of why this case is not
moot, 1 disagree with its evaluation of the merits. The
Court has undervalued regpondent's liberty interest; hag mis-
read the Washington involuntary medieation Poliey and mis-
applied our decision in Turner v. Safley, 482 11. S. 78 (1987);
and has concluded that a mock trial before an institutionally
biaged tribunal constitutes “due process of law.” Bach of
these exrors ncrits separate discussion.

i N I .

The Counrt acknowledges that under the Fourteenth
Amendment “rospondent pussesses @ signilieunt liberty in-
tereut in avoiding the unwanted administration of antipsy-
chotic drugs,” ante, at 221, bat then virtually ignores the sev-
eral dimensions of that liberty, They are both physical and
intellectual. Bvery violation of a person’s bodily integrity is
an invasion of his or her liberty.  The invasion is particularly
intrusive if it crentes u substantial risk of permanent injury
and premature death.! Moresver, any such action is de-
grading if it overrides a competent person’s choice to reject a
specific form of medicul treatment.®* And when the purpose

QL. vy g Winaton v Lee, 470 U, S, 68 (19851 (suxgery); Yorngherg v.

ERontep, 457 U. 8, 307 (1982) (use of phyaieal “sof t” restraints for the arma

and “muffs” for haneg), :

“See Jrills v, Rugers, 57 U, 8, 291, 294, b, 4. 299. h. 16 (19382) (rec-
sEnizing common-law battery for unsuthovized touchingy by a physician
aidd aseuming liberly intereata are implicated by involuntury slminiutea-
tion of payehotropie dengs); United States v, Stanley, 493 U, S, €69, 710
(1987 (O’CONNOR, J.. concurring in part and dissenting in part) (the Cop-
sricution's promise of due process of law puarantees at least compensation
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or effect of forced drugging is to alter the will and the mind of

the subject, it constitutes 2 deprivation of liberty in the most et

literal and fundamental sense. “1
“The makers of owr Constitution undertook to secure ¢
conditions favorable to the pursuit of happiness. They o
recognized the significance of man’s spiritual nature. of ;‘)‘_

his feelings and of his intellect. They knew that only-a
part of the puin, pleasure and satisfuctions of life are to
be found in-material things. They suught to protect

Aunericang in their beliefs, their thoughts, their emo- ir
tions and their sensations. They conferred, as against A
the Government, the right to be let alone—the most . ::
comprehensive of rights and the right most valued by '
civilized men.” Obmstead v. United States, 277 U. S, u
438, 47X (1928) (Brandeis, J,, dissenting). *('
The liberty of citizens to vesist the administration of mind al- r
: ‘tering drugs arises from our Nation's most bagie values.® ¢

for vinlutiony of the prinaple stated by the Nuvenbery Military Tribunals
“that che ‘voluntawry cunsent of the huniun subject iy ubyolutely ossentinl
« .« » to ratisly mural, ethical wnd tegal concepts™; Doe v, Holtur, 410 U. 8,
1789, 218 (1979) (Dalglay, J., cofcuvring (the Fourtevnth Antendment pro-
tects the "freedom to care {or one's health and person” (emphuyiy deleted)).
Huper was not adjucdgead insane o incompetent. 110 Wagh, 2l 373, 332,
TN P 20 958, 564 (1948,

*See also Stenley v, Georgle, 394 11, 8, 557, 666 (1969 (*Qur whole con-
stitutinnul hevitage rebels at the thought of giving government the power
to sontrol men's minds'™),

“Tt {s obligatovy thal Helsinki simnatory statex nol manipniace the minds
ol their eftizens: thae they not step between a-man and hix conaclence or his
God: wnd that they net prevent hig thoughts from finding expression
throngh peacelul sction.  We are all painfully awne, furthermore. that
governments which systematically disvegard the righty ul their own people
are not likely oo respeet che rights of uther nations und other people,”

. Henrings s Ahuxe wf Psychiutey in the Soviet Tnion before the Sub-
committee on Hitman Rights and Inteenational Orgonizations of the House
Conmmitiee on Foreign Affaies, 98th Cong., st Sess . 106 (1983) (Remurks
by Max Kampelman. Chane of the UL $. Delepution. to the Plenmy’ Session
of the Uoramission on Sacurity aml Cooperatiun in Buropel.
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210 Opinion of STEVENS, J.

The record of one of Walter Harper's involuntary medi-
cation hearings at the Special Offense Center (SOC) notes:
“Inmate Harper stated he wonld rather die thlaln take medi-
cation.”* That Harper would be so opposed to taking psy-
chotropie drugs is not surprising: us the Court acknowledges,

chiutric Assnuintion ut al, us Amicr Crmue (Psychinleises” Briel), Ree ente.
ut 214, 220, wul n. 9, 227, and . 10, 230, to discount Lhe severity of these

o deuge. Howevee, medieal findings discusned in ather briefs suppovt the

eovelugions of the Wushington Supyeme Court and chidlenge the reliability
of the Payehiabtriztd® Brier.  ¥For example, the Brier futt Ametican Bgychos
tugicul Axrociution s Anricns Crrine (Payghilogizes Briet) points out thar
the vheevvation of tardive dyskinesi has bewn increasing “at an nlarming
vate” wince the 1950-1970 data velied on by the Paychiatrigts’ Briel 1416,
ik that “che clunee of mulleving thin porentinlly devastating divordor i
Freuter chun one b four.”  Psychologisty” Briel 8. Sece alsy Brief for

Coalition for Fundamental Rights and Byuality of Ex-Paticnts ax Amicus

Curive 1G-19 teowrt Andings sind cucent Bberature un ohite effccta); Brief fov
Nationul Association of Protection und Advueucy Systems et al. as Amies
Curfae T=16 (same).  Psvehiatieils aleo may not be entively divintereated
experty, The psychologivts churge: “As o prychintrisc hag wiitten, J1jiti-
gution from putivaty auffering from T [tanlive dyskinesan) is expected to
explade within the nest five years,  Sume paychinbrists amd gther physi-
cluns continie Lo minimize the verivusness of ‘PD . . . [ilexpits] ¢ontinanl
wirningy, " Fraycholugists” Brier 4 (guoting R, Simon, Clinieal Psychintry
any the Law 71 (1987). '

.., .
L A, AN e

*happiness. They ; H
spiritual nature, of these drugs both “alter the chemical balance in a patient's i
y knew that only » brain” and can cause irveversible and fatal side effects.* Y
ations of Hfe are to . 3
sought to protect 1Lodging filed by Renneth Q. Bikenbevry, Altyeney General of Washie 0
;ughts, their emo- ington (hureinuftar Lodging), Bonk 8, Jan. 5, 1984, Heaving (Harpor keali- ;"é"
1ferred, us ugainst fled: “Well all you wont Lo do iy medicate me wid yow've been medlicuting 'ii
t alone—the most me. . . . Haldol paral{ylzed my right side of my body. . . . LY Jou are burning .L,g
ht most valued b me yut of my life . . [Y]ou wre burning mic out of my fraedom®). .

y The Lodging includes “hooks" of discovery material thut the partien stip- B

States, 277 U. 8. ulsted "aould be eynsidered by the [Triul} Coart as substantive evidence L
. amd the [Trial] Cowrt . . . considered thove dovuments.™  App. to Peb. for {"5»
I : Cert. B-). ‘They are hevelnarter referred to by Boolk nomber and the dute L
‘t“‘“?n of mmc} al- of the entvy, where applicable, 1 use the Ludging not to “enguge in a }'fi
it busic values.’ debate™ nverthé assesmment of Harper's treatment, ante, b 224, n. 11, but ".?
] nimply to HHusteata the boundarien of Poliey 600.20 in vperntion. ' ::g

erp Military Tribunals YAate, ab 229, The Court velivs heavily on the Relef for American Pry- f

H
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The prolixin injections that Harper was receiving at the time
of his statement exemplify the intrusiveneus of psychotropic
drougs on a person’s body and mind. Prolixin aets “at all lev-
els of the central nervous system as well as on multiple oxgan

© systems.”% 1t ean induce catatonic-like states, alter electro-

encephalogvaphic tracings, and cause swelling of the brain,
Adverse veactions include deowsiness, excitemens, restless-
ncsa, bizurre dreamy, hypertension, nauses, vomiting, loss of
appetite, salivation, dry mouth. perspiration. headacha, con-
stipation, blurred vision. impotency. eezems, jaundice, trem-
ory, and musecle spasms.  As with all psychotropic drugs.
prolixin may cause tardive dyskinesia, an often irreversible
syndrome of uncontrollable movements that ean prevent a
person from exercising bagjc functions such as driving an
automobile, and neuroleptic malignant syndvome, which is
309% tatal for those who swtfer from it.™ The risk of side ef-
fects Increnses over time.” o

The Washington Supreme Court properly equated the in-
trusiveness of this mind-altering drug treatment with elec-
troconvulgive therapy or psychosurgery., It agreed with the
Supreme Judicial Comt of Massachusetts' determination thay
the drugs have u “‘profound effect’ ™ on a person’s * thought

PP ——— .

“Phyvician’s Dexle Reforanee 1630 (Bid od 1830),

‘i, 3t 1640 Teial Couwrt Eloding 9, App. to Put, fur Ugeb. B-7 to B-5;
GHuze & Baxter, Neursleptle Malignant Synceone, 313 New England J.
Me-cl, 1153, LOR~181 1DNG ’

*Phivsician’s Desk Reference, weprea, at 163, Havper voluncurily cook
psvehotinpie drugs for <ix years belurg involuntary medication hegan ip
152, by which time he hutl alveady eahibited dystonin (eeute musele
spusmi) and akathesia (Dhysical-emgtionul apitation),  E. v.. Lodging.
Buuk 2, Moy 2%, 1982, Aug, 4, 1982 zee alse Trial Couct Fintlingy 910,
App. Lo Per, for Cert. B-7 to B-8.  Although avoidance ol skathesiy and
the risk of tadive slysliinesin reguiva redustion or diseontinuance of
pehotiapies, 1id,, Havper's involuntury medication wis cohtinuous from
Novemher 1992 to June LIRG, except for oue month ypent ut Washingzon
Seate Reformatory.  Lodging, Buak #; Trial Cowt Findings 4-0, 9, App.
W Pet, for Cert. B-Jd wo Pui. :

B
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210 . Opinion of STEVENS,-J.

processes’” and a *'well-astablished lilkelihood of severe and
Irreversible advexse side effects,”” ancl that they therefore
should be treated “‘in the same manner we would treat
psychosurgery or electroconvulsive therapy.'” 110 Wash.
t 2d 878, 878, 759 P. 2d 358, 862 (19889) (quoting In re Guard-
tanshiy of Boe, 383 Mass. 415, 436-4537, 421 N, E. 2d 40, 53
(1981)). There is no donbt. as the Stute Supréme Court and
other cowrts that have analyzed the issue have coneluded,
that 2 competent individual's yight to refose sueh medieation
is 2 fundamental livexty intevest deserving the highest ovder
of protection."
: II

Arguably, any of three quite different state interests might
be advanced to justify a deprivation of this liberly interest.
The State might seek to compel Harper to submit to a mind-
altering drug treatmeiit program as punishment {or the erime
he committed in 1976, as a “cure” for his mencal illness, or.as
2 mechanism to maintain order in the prison. The Court
tocay recognizes Havper's liberty interest only ns against the
fest justification. .

Foreed adiminigtration of antipsychotic medication may not
be used as a form of punishment. This conelusion follows in-
exorably from owr holding in Vitek v. Jones. 445 U. 8. 480
(1930}, that the Constitution provides a convicted felon the
protection of due process againgt an involuntary tvanster
from the prison pepulation to 2 mental hospital for psychi-
atrie treatmont, Wa expluined: :

'10 Wash, 2d, at 3o, 759 P 2d. wt 302, Nee. e g Lurge v Supering
Cowrt, 45 Ariz. 229, TLE P, 2d 899 11986) (en banc); Biese v, St Wy«
Eapital and Medival Center, 200 Cal, App, #1308, 201 Mal. Rpw, 241
(1ut Dist. 1988, voviaw wrantud but dead, 774 P. 2d 688 11080); People v.
Medinn, 705 P, 2d W61 (Culo. 1988 ten buner: Bugers v, Consmdssinter of
Dept. of Mentad Health, 590 Musw, 459, 458 N, E, 200 303 (1043): firery v,
Rarz, 67 N, Y. 261 485, 06 N. B, 2d 37 (4986); v re Meatal Henlth of
K K B, 600 P 2d 747 (Okle, 1080, CE In re Sohunler, 106 Wash, 2d
500, 723 P. 24 1303 (19836) (right tu refuse electroconvulzive therapy),
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P.O. Box 351, Silver Street, Middletown, CT 06457
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Testimony of Susan Aranoff, J.D. Staff Attorney
‘Connecticut Legal Rights Project, Inc. :
Before the Judiciary Committee
February 5, 2007

Good afternoon, Sénator McDonald, Represenfative Lawlor, and distinguished
members of the Judiciary Committee. I am Susan Aranoff, Staff Attorney at Connecticut
Legal Rights Project and I am here today to speak on H.B. 6391, An Act Concerning
Involuntary Administration of Psychiatric Medication for Purposes of Competency
to Stand Trial.

Connecticut Legal Rights Project, _Inc. is a non-profit legal services agency that
provides individual and systemic legal services to indigent adults who have, or are
pérceivgd as ilaving, psychiatric disabilities and who receive, or are eligible to receive,
services from the Department of Mental Health and Addiction Services..

Connecticut Legal Rights Project maintains offices at all DMHAS operatéd in-
patient gnd out-patient facilities in the state. Our offices are staffed by attorneys and
advocates.. I provide legal services to individual clients and I supervise four paralegal
advocates. My testimony today is informed by my éxpertise in the area of patients righté,

in general, and my direct experiences in Connecticut.

Connecticut Legal Rights Project Opposes H.B. 6391 as drafted but would
not oppose the bill if it is amended as proposed in Dr. Michael Norko’s testimony,

language is attached to this testimony.

W




HB 6391 pr;)poses to chénge t'hle conditions that govern lt.he involuntar@ D l D 8 0
medication of defendants who are either unwilling or unable to éonsent to psychiatric
médications and who meet the criteria set out in CGS § 54-56d, Subséction (k), paragraph
(2). CLRP opposes the bill as intrqduced because it allows for the indefinite and
unsupervised involuntary medication of persons who are both competent to stand trial
and competent to give or withhold informed consent to medication.

The Unite& States Supreme Court has repeatedly held that in the absence of
adequate due process protections, the forcible administration of psychiatric medication
violates several constitutional rights. As introduced, H.B. 6391 fails to provide adequate
due prdcess pfotecﬁc;ns; Its primary deficiency is that it allows doctors to forciblf
medicate patients indefinitely without either a substitute decision-mak.er- such as a
conseryator- and without any ju&icial oversight subsequent to the superior court’s initial
order. As introduced, HB 6391 allows for the indefinite forced mediation of a pre-trial
detainee who is presumed to be innocent, even if that person is competent to stand trial
and competent to give or withhold informed (;onsent. CLRP believes that, in it scurrent
form, H.B. 6391 would be unconstitutional.

The above I_10twithstanding, Dr. Norko negotiated in good faith with CLRP and
Advocacy Unlimited. As a result of these negotiations, Dr. Norko agreed to propose
several amendments. The proposed amendments would require six month reviews of the
involuntafy medication orders and would eliminate the forcible medication of pre-trial
detainees who are both competent to stand trial and competent to give or withhold
infomled consent to treatment. |

* While CLRP cannot sﬁpport the forcible medication of anyone, we do not oppose
‘the bill as amended. Thank you for the opportunity to address the committee today on this

important bill. I would be happy to answer any questions you may have at this time.
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PROPOSED AMENDMENTS TO H.B. 6391

The amendments are set out below and are the same as proposed by Dr. Michael
Norko.

1. Inline [n] change the language to require a supplemental report of the Health
Cgre Guardian l;y changing the word “may” to “shall.” Inline tn] the word “any” would
be changed to “the” also referring to tin's change from a permissive to a required Health
Care Guardian report.

2. Inline [n] we would propo.se' to delete the words “unwilling or” in order to
eliminaﬁv the possibility of a defendant capéble of providing iﬁformcd consent being
forced to receive unwanted medication under this mechanism.

3, Add anew section (5) detailing a periodic review every 180 days of such an
order. The periodic review would be conducted in the same manner as the original

review, The language of this newly suggested section is:

(5) An order for continued involuntary medication to maintain competency to
stand trial entered under subsection (4) shall be reviewed by the court every 180
days while it remains in effect. At each review, the court will receive a
supplemental report of the health care guardian and must find each of the
enumerated criteria in subsection (4) by clear and convincing evidence in order
to continue the order for involuntary medication.

Lo
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State of Connecticut
" DIVISION OF PUBLIC DEFENDER SERVICES

OFFICE OF PUBLIC DEFENDER MONTE P, RADLER, ESQ.
PSYCHIATRIC DEFENSE UNIT" PUBLIC DEFENDER

_ CONNECTICUT VALLEY HOSPITAL
DIXHALL (860) 262-5916 TELEPHONE
SILVER STREET i (860) 262-5915 FAX
P.O. BOX 351 :

MIDDLETOWN, CONNECTICUT 06547

'I_'estimgny of
Monte Radler, Public Defender

Raised Bill 6391, AN ACT CONCERNING INVOLUNTARY
ADMINTSTRATION OF PSYCHIATRIC MEDICATION FOR PURPOSES
: OF COMPETENCY TO STAND TRIAL

Judiciary Committee Public Hearing

February 5. 2007

While not opposed, the Office of Chief Public Defender has concern over
the language and intent of Raised Bill, 6391 - AN ACT CONCERNING
INVOLUNTARY ADMINISTRATION OF PSYCHIATRIC MEDICATION
FOR PURPOSES OF COMPETENCY TO STAND TRIAL. Of concern
specifically are sections K(3)(A) and K(3)(B) which would authorize
continued involuntary administration of psychiatric medication to a
~criminal defendant for purposes of maintaining the defendant's
competency to stand trial.

The concept makes sense to the extent that most .mentally ill persons requiring
medication as contemplated here will decompensate if they stop taking it. Starting and
stopping medication can hinder not only its effectiveness, but also public safety.
However, the fact remains that the sole reason a person is being medicated in this
context is to prosecute them. Once the prosecution has been completed, assuming the
person is sentenced to prison, there is no assurance that there will be any continuity of
care in the case where subsequently the person goes off his or her medication and is
not a 'maintenance' problem in corrections.
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As the Connecticut statutes are now configured, Connecticut Valley Hospital (CVH) can
proceed through the normal probate process to involuntarily medicate 54-56d detainees
if their health is compromised, just as CVH would do so with any other civil
patient. While the approach being proposed might not, in theory, present as much of an
ethical issuein the situation where an individual is charged with a very serious
crime, that element of the Garcia test, i.e., seriousness of the crime, is not well defined.
(See State v. Garcia, 265 Conn. 44 (1995), Yet, there is a concern that there is a
belief by law enforcement, and perhaps the judiciary, that even minor crimes involving
law enforcement fall within that category. Using this law in the context of those types of
cases might run afoul of the spirit of Sell v. United States, 123 S. Ct. 2174 (2003), the
latest case decided by the United States Supreme Court addressing the issue of forcible
medication in the context of competency restoration. In Sell, the Supreme Court does
not mandate the use of civil commitment, or other civil procedures, as a prerequisite to a
court order to involuntarily medicate a criminal defendant in order to render him
competent to stand trial. It does, however, recommend that consideration be given to
whether involuntary medication might be justified on some other ground, thereby
avoiding the need to make that decision solely upon the ground of competence to stand
trial. The Court made reference to its earlier decision in Washington v. Harper, 494
U.8. 210 (1990) noting that the purpose of the medication order in that case “related to
the individual's dangerousness, or purposes related to the individual's own interests
where the refusal to take drugs puts his health gravely at risk...”, going on to observe
that “there are strong reasons for a court to determine whether forced administration of
drugs can be justified on these alternative grounds before turning to the trial
competence question.” The Court went on to note that the decision whether to medicate
to address these other issues is usually more objective and manageable than the issues
surrounding competence to stand trial, and that medical experts may find it easier to
provide an informed opinion in these other contexts as opposed to trying to balance
harms and benefits related to the more legal questions of trial fairness and competence.

There are other concerns as well. The proposed bill is unclear as to the impact such a
revision would have in situations where the defense believes that it is in the defendant's
best interest to regress into a psychotic state for trial strategy purposes. It is even less
clear the impact that such a revision would have in the case of a capital death penalty
case where the defendant was convicted of a capital crime and sentenced to death. As
proposed, an inquiry is necessary as to whether such a provision could be used as
justification to render a person competent to be executed.

The text of the proposed bill, specifically the language which articulates "in anticipation
of considering continued involuntary medication [to keep a defendant competent]",
appears to suggest that the bill is intended to save time and judicial resources. An
alternative intention is that the bill is being proposed in an effort to keep 54-56d (C.G.S.)
detainees out of the hospital and free up bed space.

"+ Either way, the concerns as articulated, exist. The Office of Chief Public Defender, therefore,
would be willing to meet with the proponent to address its concerns. Such a dialogue might
provide insight that would resolve the concerns as raised in this testimony. Thank you for the
opportunity to testify here today. ’
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Testimony of Michael Norko, M.D., Director
Whiting Forensic Division, Connecticut Valley Hospital
Before the Judiciary Committee
February 5,2007

Good afternoon, Senator McDonald, Representative Lawlor, élnd distinguished members of
the Judiciary Committee. Iam Dr. Michael Norko, Director of the Whiting Forensic Division of
Connecticut Valley Hospital, and I am here today to speak in support of H.B. 6391, An Act
Concerning Involuntary Administration ;)f Psychiatric Medication for Purposes of

Competency to Stand Trial.

There are two mechanisms in Connecticut for involuntarily medicating defendants with
psychiatric disabilities who are found not competent to stand trial. One parallels the civil
procedures for appointing conservators authorized to give such consent, and this mechanism utilizes

the Probate Court to appoint Special Limited Conservators under CGS § 17a-543a. This

mechanism has been used almost exclusively since it was made available on October 1, 2004 in

Public Act 04-160.

H.B. 6391 is a proposed change to the other mechanism for accomplishing involuntary
medication of defendants who are either unwilling or unable to consent to psychiatric medications

and who meet the criteria set out in CGS § 54-56d, Subsection (k), paragraph (2). This mechanism

(AC 860) 418-7000
410 Capitol Avenue, P.O. Box 341431 « Hartford, Connecticut 06134
www.dmhas.state.ct.us
An Equal Opportunity Employer
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is used in the criminal court and can be applied only to defendants for whom there is made a legal
determination that the seriousness of the alleged crime is such that the criminal law enforcement

interest of the state overrides the defendant’s interest in self-determination.

The proceedingé necessary to the determinations required for this form of involuntary
medication are significant, involving the appointment of a Health Care Guardian to advise the court
about the defendant’s bést medical interests related to psychiatric medication. However, once a
court deterxﬁines that all tﬁe criteria are met for such an order, and thus authorizes the use of
involuntary medication, when the defendant is restored to competence to stand trial, that order is no
longer valid. At that point, defendants are free to once again refuse psychiatric medications and,
often when they do, they once again experience deterioration of their mental condition, usually
manifested as a serious psychotic condition. We know that each time an individual re-experiences a
psychotic episode, it becomes more difficult to treat the individual to reduce or eliminate the

symptoms of psychosis.

Most often, that psychosis will also return the defendant to a state of incompetence to stand
trial, thus necessitating a repetition of fhe entire mechanism for evaluating competenée, ordering
treatment to restore competence, and then once again seeking involuntary treatment — a process
which bears a high cost for court services, court personnel and then for hospitai—level treatment
services. The defendant also pays a price in terms of the suffering that is associated with renewed
psychosis and the imposition of a ﬁew cycle of involuntary treatment proceedings and probable re-
hospitalization. The recurrence of acute psychiatric symptoms also prevents the trial from going

forward, and may deprive the defendant of a speedy trial.
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Iﬁ the legislation before you, we are seeking an additional change to this fnechanism.. We
would like to amend the bill’s wording to create an option allowing the court to consider whether
involuntary medications are necessary in order to mainfain the defendant’s competence to stand
trial. The criteria for suph an order would be the same as the criteria for the initial order for

medication to restore competency to stand trial.

In our discussions with representatives of the Connecticut Legal Rights Project and
Advocacy Unlimited, we have considered some language changes that we would like to offer and

support.

¢ Inline 84, we would change the language to require a supplemental report of the Health

Care Guardian by changing the word “may” to “shall.”

e Inline 95, the word “any” would be changed to “the” (referring back to the line 84 change,

above), from a permissive to a required Health Care Guardian report.

e Inline 93, we propose to delete the words “unwilling or” in order to eliminate the possibility
of a defendant who is capable of providing informed consent being fbrc_ed to receive

unwanted medication under this mechanism.

e After line 112 and before the current section 5, we wish to add a new section (5), detailing a
periodic review every 180 days of such an order. The periodic review would be conducted
in the same manner as the original review, The language of this newly suggested section is

as follows:
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“(5) An order for continued involuntary medication to maintain competency to

stand trial entered under subsection (4) shall be reviewed by the court every 180 days

while it remains in effect. At each review, the court will receive a supplemental report

of the health care guardian and must find each of the criteria enumerated in subsection

(4) by clear and convineing evidence in order to continue the order for involuntary

N

medication.”

e The addition of the above language would change the numbering for former section [4]

on line 113 to section (6).

This bill will not affect a great number of people, but for the few people to whom it will
apply, it will create the potential to save the individual from unnecessary repeated suffering and
repeated hospitalization. This will also permit the legal system to operate more smoothly and
expediently in resolving the issue of the defendant’s guilt or innocence and will spare the
unnecessary wasting of finite resources in both the criminal justice system and the mental health
service system, as is currently the case. We have also worked to balance the defendant’s liberty and

due process interests in this proposal.

Thank you for the opportunity to address the committee today. With the inclusion of the
foregoing changes, we strongly support'passage of this bill. I would be happy to answer any

“questions you may have at this time.
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General Assembly Raised Bill No. 6391
January Session, 2007 LCO No. 3340
*03340  JUD*
Referred to Committee on ]udici‘ary : '
Introduced by:
(JuD)

AN ACT CONCERNING INVOLUNTARY ADMINISTRATION OF PSYCHIATRIC
MEDICATION FOR PURPOSES OF COMPETENCY TO STAND TRIAL.

Be it enacted by the Senate and House of Representatives in General Assembly
convened: '

Section 1. Subsection (k) of section 54-56d of the general statutes is repealed and the
following is substituted in lieu thereof (Effective October 1, 2007):

(k) (1) When any placement order for treatment is rendered or continued, the court shall
set a date for a hearing, to be held within ninety days, for reconsideration of the issue of
the defendant's competency. Whenever the court (A) receives a report pursuant to
subsection (j) of this section which indicates that (i) the defendant has attained
competency, (ii) the defendant will not attain competency within the remainder of the
period covered by the placement order, (iii) the defendant will not attain competency
within the remainder of the period covered by the placement order absent '
administration of psychiatric medication for which the defendant is unwilling or unable
to provide consent, or (iv) the defendant would be eligible for civil commitment
pursuant to subdivision (2) of subsection (h) of this section, or (B) receives a report
pursuant to subparagraph (A)(iii) of subdivision (2) of subsection (h) of this section
which indicates that (i) the application for civil commitment of the defendant has been
denied or has not been pursued by the Commissioner of Mental Health and Addiction
Services, or (ii) the defendant is unwilling or unable to comply with a treatment plan
despite reasonable efforts of the treatment facility to encourage the defendant's '
compliance, the court shall set the matter for a hearing no later than ten days after the
report is received. The hearing may be waived by the defendant only if the report
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indicates that the defendant is competent. The court shall determine whether the
defendant is competent or is making progress toward attainment of competency within
the period covered by the placement order. If the court finds that the defendant is
competent, the defendant shall be returned to the custody of the Commissioner of
Correction or released, if the defendant has met the conditions for release, and the court
shall continue with the criminal proceedings. If the court finds that the defendant is still
not competent but that the defendant is making progress toward attaining competency,
the court may continue or modify the placement order. If the court finds that the
defendant is still not competent and will not attain competency within the remainder of
the period covered by the placement order absent administration of psychiatric
medication for which the defendant is unwilling or unable to provide consent, the court
shall proceed as provided in subdivisions (2), [and] (3) and (4) of this subsection. If the
court finds that the defendant is eligible for civil commitment, the court may order
placement of the defendant at a treatment facility pending civil commitment
proceedings pursuant to subdivision (2) of subsection (h) of this section.

(2) If the court finds that the defendant will not attain competency within the remainder
of the period covered by the placement order absent administration of psychiatric

- medication for which the defendant is unwilling or unable to provide consent, and after
any hearing held pursuant to subdivision (3) of this subsection, the court may order the
involuntary medication of the defendant if the court finds by clear and convincing

- evidence that: (A) To a reasonable degree of medical certainty, involuntary medication.
of the defendant will render the defendant competent to stand trial, (B) an adjudication
of guilt or innocence cannot be had using less intrusive means, (C) the proposed
treatment plan is narrowly tailored to minimize intrusion on the defendant's liberty and
privacy interests, (D) the proposed drug regimen will not cause an unnecessary risk to
the defendant's health, and (E) the seriousness of the alleged crime is such that the
criminal law enforcement interest of the state in fairly and accurately determining the
defendant's guilt or innocence overrides the defendant's interest in self-determination.

(3) (A) If the court finds that the defendant is unwilling or unable to provide consent for
the administration of psychiatric medication, and prior to deciding whether to order the
involuntary medication of the defendant under subdivision (2) of this subsection, the
court shall appoint a health care guardian who shall be a licensed health care provider
with specialized training in the treatment of persons with psychiatric disabilities to
represent the health care interests of the defendant before the court. Notwithstanding
the provisions of section 52-146e, such health care guardian shall have access to the
psychiatric records of the defendant. Such health care guardian shall file a report with
the court not later than thirty days after his or her appointment. The report shall set
forth such health care guardian's findings and recommendations concerning the
administration of psychiatric medication to the defendant, including the risks and
benefits of such medication, the likelihood and seriousness of any adverse side effects
and the prognosis with and without such medication. The court shall hold a hearing on
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the matter not later than ten days after receipt of such health care guardian's report and
shall, in deciding whether to order the involuntary medication of the defendant, take
into account such health care guardian's opinion concerning the health care interests of
the defendant. : ’

(B) The court, in anticipation of considering continued involuntary medication of the

defendant under subdivision (4) of this subsection, may-shall order the health care

ouardian to file a supplemental report updating the findings and recommendations

contained in the health care guardian's report filed under subparagraph (A) of this

subdivision.

(4) If, after the defendant has been found to have attained competency by means of
involuntary medication ordered under subdivision (2) of this subsection, the court
determines by clear and convincing evidence that the defendant will not remain
competent absent the continued administration of psychiatric medication for which the

defendant is unwillingor-unable to provide consent, and after any hearing held
pursuant to subdivision (3) of this subsection and consideration of any-the

supplemental report of the health care guardian, the court may order continued
involuntary medication of the defendant if the court finds by clear and convincing
evidence that: (A) To a reasonable degree of medical certainty, continued involuntary
medication of the defendant will maintain the defendant's competency to stand trial, (B)
an adjudication of guilt or innocence cannot be had using less intrusive means, (C) the
proposed treatment plan is narrowly tailored to minimize intrusion on the defendant's
liberty and privacy interests, (D) the proposed drug regimen will not cause an
unnecessary risk to the defendant's health, and (E) the seriousness of the alleged crime
is such that the criminal law enforcement interest of the state in fairly and accurately
determining the defendant's guilt or innocence overrides the defendant's interest in self-
determination, Continued involuntary medication ordered under this subdivision may
be administered to the defendant while the criminal charges against the defendant are
pending and the defendant is in the custody of the Commissioner of Correction or the
Commissioner of Mental Health and Addiction Services.

(5) An order for continued involuntary medication to maintain competency to stand
trial entered under subsection (4) shall be reviewed by the court every 180 days while it
remains in effect. At each review, the court will receive a supplemental report of the
health care guardian and must find each of the enumerated criteria in subsection (4) by
clear and convincing evidence in order to continue the order for involuntary

- medication.

[(4)] (56) The state shall hold harmless and indemnify any health care guardian

appointed by the court pursuant to subdivision (3) of this subsection from financial loss -
-and expense arising out of any claim, demand, suit or judgment by reason of such

health care guardian's alleged negligence or alleged deprivation of any person's civil
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rights or other.act or omission resulting in damage or injury, provided the health care
guardian is found to have been acting in the discharge of his or her duties pursuant to
said subdivision and such act or omission is found not to have been wanton, reckless or
malicious. The provisions of subsections (b), (c) and (d) of section 5-141d shall apply to
such health care guardian. The provisions of chapter 53 shall not apply to a claim
against such health care guardian.

This act shall take effect as follows and shall amend the following
sections: ‘
Section1  .October1,2007

 54-56d(k)

Statement of Purpbse:

To authorize continued involuntary administration of psychiatric medication to a
criminal defendant for the purpose of maintaining the defendant's competency to stand
trial.

[Proposed deletions are enclosed in brackets. Proposed additions are indicated by underiine,
except that when the entire text of a bill or resolution or a section of a bill or resolution is new, it is
not underiined.]

UACGS\2007 legislation\final DMHAS package\raised bills\Raised HB 6391 - re Garcia
extension REV 2-1-07v2.doc
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Melissa Marshall, Executive Director
Advocacy Unlimited
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Good afternoon, Senator Mac Donald, Representative Lawlor and members of the
Judiciary Committee. My name is Melissa Marshall and I am the Executive Director of
Advocacy Unlimited (AU). I am here today to testify on two bills; H.B. 6391 AAC
Involuntary Administration of Psychiatric Medication for Purposes of Competency
to Stand Trial and H.B. 6987 AAC the Rights of Inmates with Mental Iliness.

Advocacy Unlimited is an organization run by and for people with psychiatric disabilities
that promotes and protects the rights of people with psychiatric disabilities. AU provides
an intensive education course to individuals with psychiatric disabilities across the state.
For the last 36 months AU has been offering this course to residents of the medium
security section of the Whiting Division at Connecticut Valley Hospital.

AU is opposed to H.B. 6391 as drafted. The present version permits forcibly medicating
competent pre-trial detainees without sufficient due process. That is, it allows for
competent individuals who are presumed innocent to be forcibly medicated without even
a substitute decision maker, such as a conservator, or without judicial oversight
subsequent to the superior court’s order.

However, AU supports the bill with amendments proposed by Dr. Michael Norko
previously. Dr. Norko, in collaboration with Advocacy Unlimited and the Connecticut
Legal Rights Project, has developed substitute language that all parties find acceptable. It
provides for periodic review every 180 days, requires a Health Care Guardian to file
supplemental reports by changing the word “may” to “shall” and deleting the words “or
unwilling” thus eliminating the possibility of a defendant capable of informed consent
from receiving unwanted medication under this provision. While AU does not support the .
forced medication of individuals it does not oppose the proposed legislation with the
recommended changes which are attached. '

Advocacy Unlimited supports H.B. 6987 AAC the Rights of Inmates with Mental
IlIness. This bill will help ensure that inmates with psychiatric disabilities have access to
vital mental health services.

Thank you for your consideration. I am glad to take any questions.

“Building a grassroote advocacy network from the inside out.”
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PROPOSED AMENDMENTS TO H.B. 6391

The amendments are set out below and are the same as proposed by Dr, Michael Norko.

1. Inline [n] change the language to require a supplemeﬁtal report of the Health Care
Guardian by changing the word “may” to “shall.” In line' [n] the word “any” would be changed
to “the” also referring to this change from a permissive toa required Health Care Guardian
_report. |

2. Inline [n] we would propose to deléte the words “unwilling or” in order to eliminate
the possibility of a defendant capable of providing informed consent being forced to receive
unwanted medication under this mechanism.

3. Add anew section (5) detailing a periodic review every 180 days of such an order.
The periodic review would be conducted in the same manner as the original review. The

language of this newly suggested section is:

(5) An order for continued involuntary medication to maintain competency to stand
trial entered under subsection (4) shall be reviewed by the court every 180 days while it
remains in effect. At each review, the court will receive a supplemental report of the
health care guardian and must find each of the enumerated criteria in subsection (4) by
clear and convincing evidence in order to continue the order for involuntary
medication, ' '
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attention of health care providers serving the population.

Falling can also play a role in people with MS also experiencing depression. A study of 1,032
veterans with MS were surveyed to determine what factors played a role in a major depressive
episode. One of the factors that played a role in the presence of a major depressive episode
was presence of falls in these veterans who had multiple sclerosis. This study was published in
Neurology. 2005 Jan 11;64(1):75-80.

Many falls occur because people are having difficulty with ambulation which can occur as a
result of chronic conditions like MS and/or aging. In my work at the National MS Society, we
often hear from individuals with MS-who have fallen and injured themselves. A fall impacts an
individual's physical health but also can result in significantly higher health care costs. Medicaid
and Medicare bear the brunt of these expenses.

The National MS Society recognizes the importance of a program like the Connecticut
Collaboration for Fall Prevention. Some of the initial researchers for the CT Coliaboration for Fall
Prevention have also worked in the field of MS. At the MS Society, recently we have heard from
people with MS who have patrticipated in the CT Collaboration for Fall Prevention program, Step
by Step. They report that their falls have been reduced. Interventions like the Connecticut Fall
Prevention Program are successful in reducing falls and thus can reduce the economic and
physical cost of falls.

The National Multiple Sclerosis Society supports SB 1226, An Act Estabhshmg A Fall Prevention
Program, including funding a statewide fall prevention program. Falls are an issue that requires
public education and programming so that at-risk populations realize they why they are at risk
and receive evidence-based advice on how to reduce those risks.

Currently the National MS Society is working on a number of advocacy issues related to long
term care and home and community based services. We are partnering with groups like the
Connecticut Commission on Aging, AARP, the Connecticut Association of Area Agencies on
Aging, CT Association of Centers for Independent Living, Connecticut Community Care, Inc.
and the Alzheimer’s Association to work with the State of Connecticut including the Department
of Social Services and Legislature to create improved options for services for people with
disabilities and older adults.

Many of the needs that people with multiple sclerosis and other physical disabilities
exhibit are similar to the needs of older adults. We ask that the legislation and the work
that the Fall Prevention Program include adults of all ages who are at risk for falling.

Please pass SB1226, An Act Establishing a Fall Prevention Program.

| hank you. R““""L %

/ Susan Ralmondo
Community Programs Director
Greater Connecticut Chapter National Multiple Sclerosis SOCIety
659 Tower Avenue, First Floor
Hartford, CT 06112-1269
Phone: 860.714.2300, sraimondo@ctfightsms.org
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James Judg‘e, M.D.
- 7 Rosewood Drive
Farmington CT 06032

March 13, 2007

Rerharks to Public Health Committee
B 1226: An Act Establishing A Fall Prevention Program

I would like to address the committee regarding the importance of a state-wide.
program to prevent falls. | am a geriatrician, and have three roles- | am a medical
director of the Connecticut VNA- a large homecare and Hospice program. | am the
medical director of Evercare in Connecticut- we provide Medicare Beneficiaries who are
poor, who have chronic diseases, or who live in nursing homes with Special Needs
Plans through CMS. | have been a member of the U of Connecticut Center on Aging
faculty for 18 years, where my early research work was on exercise and balance.

I have worked with many frail elderly, for whom a hip fracture is the end to either
independence in their mobility, or the end of their ability to live independently. | have
had the privilege to work in the same state as Drs. Mary Tinetti and Dorothy Baker, who
are known throughout the United States for their innovative research that has provided
Practical Guidance to reduce falls for older persons living in the community.

So, Connecticut is fortunate to have some of the best people who are committed
to testing and implementing practical strategies that can have a real impact on frail and
older residents who want to stay independent as long as they can.

The specific value the Fall Prevention Program may bring to older Connecticut
residents is clear. A clear understanding of needs, problems, and opportunity is the first
step, followed by a clear agenda to provide tools and expectations to our health
systems and providers. The knowledge base of research on preventing falls is sufficient
to guide some of the work, but Connecticut specific data is required to implement
successful program.

We now know that many falls can be prevented by developing policies and
programming to identify risk factors and address these risks. On the national level,
quality measures for primary care physicians caring for older patients will soon include
asking about falls and assessing fall risk. These are known as the ACOVE measures.
Web site: http://www.rand.org/health/projects/acove/quality_indicators.html

This is the right time to do this. One specific challenge that Connecticut elderly
face- elderly cared for by home care agencies following a hospitalization have very high
rates of re-hospitalization or ER visits compared to other states. Falls and fall injuries
contribute substantially to this poor clinical outcome. Hospitals and Home care
agencies have been recently notified that this is a major quality concern by CMS. The
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concept of patient safety at the hospital level until recently has focused on reducing
‘errors” in the hospital. Improving outcomes and reducing harm requires better hand-
offs between hospital and post acute centers, and from the hospital back home.
Reconciling medications from before the hospital stay, and preventing abnormally low
blood pressure after return home are two processes that may reduce falls as a
byproduct . Qualadigm, our quality partner to improve care for Medicare beneficiaries in
Connecticut, is currently partnering with home care agencies and hospitals to find ways
to reduce these avoidable re-hospitalizations. The Fall Prevention program could make
a major contribution to this effort.

In addition, there is now compelling evidence that most frail elderly have sub-
optimal levels of vitamin D, and that adequate supplementation (>700 U of Vitamin D3
daily) can reduce both falls and fractures about 20 to 28% in people at risk. Vitamin D3
supplementation is safe and inexpensive —and is now available at a cost of from $2 to
$5 a month. No pharmaceutical company will ever promote this low cost, generic
supplement within the professional community. A fall prevention program could bring
together medical societies, pharmacists, and home care agencies to provide strategies
for the safe implementation of this supplement in the community.

| have discussed two examples of how a state wide fall prevention program can
help raise the standard of care by supporting cost effective strategies to reduce falls and
injuries. There are many more.

A successful fall reduction program will help the Health Systems of Connecticut,
home care agencies and the practitioners caring for older persons at risk address the
need and the expectation from Medicare that we do a better job. | urge you to establish
this program. '

Thank you.
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T'OWN. OF RIDGE,FIELD  CHIER: 203-431-2727
Fire Department © FAX: 203-431-2732
6 CATOONAH STREET

RIDGEFIELD, CONNECTICUT 06877-4432

March 17,2007 -

Heather Burford

Fire Chief

Ridgefield Fire Department
6 Catoonah Street
Ridgefield, CT 06877

Co-Chairs Senator Mary Ann Handley and Representative Peggy Sayers
Public Health Committee

Room 3000, Legislative Office Building

Hartford, CT 06106

. Re:  Support for funding of SB.1226: An Act Establishing A Fall Prevention Program

Dear Senator Handley, Rep. Sayers and members of the Public Health Committée,'

As the Fire Chief for the Town of Ridgefield, | am asking you to recommend appropriations to
support the activities in Senate Bill 1226. 1 will not be able to testify at the Public Hearing scheduled
for Wednesday, March 14, 2007, but would like you to accept this letter as my written support in lieu
of testimony.

As you are aware, the Connectlcut fire service is deeply involved in providing medical care to
the residents and visitors of our communities. Emergency Medical Services (EMS) account for 72%
of the call volume handled by the Ridgefield Fire Department and many of those calls for service
pertain to ground level falls suffered by seniors. During the month of July 2006 a staggering 30% of
EMS calls were for falls or fall related injuries. The injurles we encounter and treat are often
devastating to patients physically, emotionally, and financially.

As a fire chief | am charged with providing a safe community in which the residents of
Ridgefield may live, work, and play. Recently while employed in the Town of Manchester | instituted a
Fall-Prevention Program with tremendous success resulting in improved education to our seniors and
a reduced number of EMS calls related to falls. This preventative approach coupled with funding to
support the endeavor is the direction the state needs to take to begin to reduce the devastating effects

of falls within our jurisdictions.

Thank you for your consideration of this important public health issue. If you have any
questions or need additional information about the impact of falls on our community, please contact
me at (203) 431-2727 or at rfdchief @ridgefieldct.org.

Heather L. Buiford

€c: Senator Judith Freedman

www.ridg' efieldct.org
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Testimony on SB 1226 by C.E. Bower
14 March 2007 ‘

My sisters and 1 insisted on further blood tests. The tests revealed that she was not absorbing
dietary iron, and though her hematocrit and hemoglobin values, the most commonly measured
indicators of anemia, were near normal, her iron stores (measured as ferritin, which rarely if ever
is measured in elderly persons) were almost totally depleted.’

Following a series of intravenous iron infusions, her condition has improved dramatically, both
physically and mentally. She is like a new person, who can now walk without assistance, has
surpassed her former energy level, and says she even “thinks more clearly.” Best of all, she has
regained her joie de vivre and sense of dignity, and recently she felt well enough to travel to
‘Houston to celebrate her great grandson’s fifth birthday.

There are, of course, many reasons and risk factors other than anemia for falls among the elderly.
Some are easily overlooked, such as a decorative throw rug, an ill-fitting pair of shoes, a
medication’s side effects, or poor vision. According to a recent survey, only 20% of physicians
take fall histories from their patients, and 70% do not feel they have a comprehensive
understanding of falls among the elderly. Many health care providers do not know how to
perform risk assessments for falls, and they are not familiar with strategies for fall prevention.*

Most elderly people are not as fortunate as my mother. They do not have children who are
educated health professionals and strong advocates for their health.

For these reasons, I believe that one of the Connecticut Legislature’s highest priorities must be to
protect one of our state’s most valuable resources--our elderly residents--by establishing a
comprehensive fall prevention program that includes all the features listed in SB 1226.

Thank you for your consideration of this most critical health issue.
Respec é',
(% e

Carol E. Bower
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