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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. President, this bill 

would clarify, or I should say slightly expand, 

existing law. 

And it deals with issues where 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 permission, 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 deemed incompetent to 

stand trial, can force them to take medication to be 

competent. 
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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 make sure that 

crimes are addressed. 
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And if medication can allow an individual to be 

competent to stand trial, that's a good thing. And we 

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. 

THE CHAIR: 

Thank you, Senator Kissel. Will you remark? 

Will you remark further on the bill? Will you remark? 

If not, Mr. Clerk, please announce 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 

Senate. Will all Senators please return to the 

Chamber. 

THE CHAIR: 

Have all Members voted? If all Members have 

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: 
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REP. BUTLER: (72nd) 

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 ttA". 

Total Number Voting 13 5 

Necessary for Passage 68 

Those voting Yea 13 5 

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: (99th) 

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: (99th) 

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 words, an offender who has 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'll 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 

often which includes some type of medication, the 

question 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 passage 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 69th, you have the floor, Sir. 

REP. O'NEILL: (69th) 

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 

_Call. Members to the Chamber. The House is voting by 

Roll Call. Members to the Chamber, please. 

DEPUTY SPEAKER KIRKLEY-BEY: 

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 13 5 

Necessary for Passage 68 

Those voting Yea 13 5 

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 ji^j^^jj 
Lawlor, Members of the Committee, my name is J £ 
Jim McGaughey. I'm the Executive Director of '0 
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, if 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. 



0 0 0 

21 
dso JUDICIARY COMMITTEE February 5, 2 007 

advocates and others with whom you have been 
talking on Raised House Bill 6391 in crafting a 
compromise. 

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

SEN. MCDONALD: Are there any other questions? 
Senator Meyer. 

SEN. MEYER: Mr. McGaughey, hi. Just wanted to chat 
with you about your comments on House Bill 
63 90. 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 psychiatric 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. 
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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 
,Bill 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. And 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 
year 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 defendant 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. 
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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. 

SEN. 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. 

SEN. 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 questions? If 
not, thank you very much. Next is Commissioner 
Jerry Farrell. 

COMM. 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 3 6 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 subsequent to the Superior 
Court's order. 

However, AU supports the bill with amendments 
proposed by Dr. Michael Norko previously, and I 
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 
ihentioned earlier. I'd be happy to take any 
questions 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 is 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 your 
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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. ] 

--but 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 is 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 you. 

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. 

REP. LAWLOR: Thanks, Mr. Ciriello. 

MARK CIRIELLO: Thank you, Representative. 

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

MARK CIRIELLO: Okay. Thank you. 

REP. LAWLOR: Next is Susan Aranoff. 

SUSAN ARANOFF: Good afternoon, Senator McDonald, , j^Qp 
Representative Lawlor, and the remaining UA/'^ol 
distinguished Members of the Judiciary -—/7P (^PYi—, 
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 I 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'll 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, is 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 
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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 pur 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 initiating 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. 



2 / 0 f l / 2 i - u 7 SUN 13 ! 48 FAX 860 2 6 2 6 2 3 9 DUTCHBR 3 S O U I H 

U U I U J 0 

0 0 0 2 / 0 4 4 

I N T H E JUDICIARY COMMITTEE 

BEFORE THE HONORABLE SENATOR MCDONALD, THE HONORABLE REPRESENTATIVE LAWLOR, 

THE DISTINGUISHED MEMBERS OF T^E JUDICIARY COMMITTEE 

H . B . 6 3 9 1 

PUBLIC HEARING, MONDAY, FEBRUARY 5™, 2 0 0 7 

Testimony of Robert Kalmari, Board Member for Advocacy Unlimited 

P.O. Box 351 Silver Street 

Middletown, Connecticut 06457 

Good afternoon, Representative Lawlor, Senator McDonald, and Honorable members of the Judiciary 

Committee. My name is Robert Kalman. I am an Advocacy Unlimited Board Member and graduate, 

residing at Whiting Division of Connecticut 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 cases 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 Mylar's 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, iVe 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 chemists 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 medication - !t shocks the faculty of consciousness and thought. Can you please imagine 
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the impact on the individual who Is the subject of the intrusive penetration by a needle into his body? The • 

persons screams, begging for mercy. I have 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. Haldol, 

is the drug most often forcibly administered. The graphic here depicts how 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 order to 

render him competent to stand trial. 

In the light of the Legislative history and Court decisions, in the legislation before you H,B. 6391, line 

[n] must delete the words " u n w i l l i n g ar~\n order to protect the pretrial 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, I f s proclaimed on your standard-issue license 

plates, this sobriquet is no mere slogan - ifs the LAW, Our constitution in Connecticut was designed to 

protect the individual from the collective and has worked amazingly well in the past. The state and the 

mental health system cant identify a "collective brain"- as there is 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 State 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 committee today on this important bill. 
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Neuroleptic and antipsychotic drugs 
I N T R O D U C T I O N 

Since the introduction of chlorpromazinc in the early 

1950s, a Jorge number of phenothiazines wiih antipsy-

chotic propenies have been discovered. Several other 

chemical structures With similar therapeutic properties 

have also been introduced. The range of usefulness of 

these agents includes the treatment of schizophrenia, 

mania, certain organic psychoses, certain depressive 

states, and a variety of lesser indications. In schizo-

phrenia they arc used not only to treat scute episodes 

but also to* long-term maintenance treatment. 

These drugs also have a distinct pattern of adverse 

effects, some o f them severe; the latter are, in part, 

due to the effect which these drugs, with the partial 

exception of atypical neuroleptic drugs, such as cloza-

pine, have on the extrapyramidal system. No systematic 

reporting and evaluating system lor documenting these 

adverse effects has evolved. Even the recognition of an 

adverse effect may be difficult in an individual case; for 

example, akaihisia may be difficult: to differentiate from 

an exacerbation of the Illness and often has a deleter-

ious offset on compliance (1"). Thus, the (tub incidence 

of adverse effeet9 is not knowq, and it is often uncertain 

to what extent one drug differs from another. 

There have been many shifts of view on the correct 
dosages to be used, and no simple rules can be given. 

For example, some adverse reactions are mote likely 

to occur at high or more prolonged doses, yet once 

they have been established certain of them may, within 

limits, be aggravated by lowering the dose and alle-

viated by raising it. I n one double-blind study, nBwly 

admitted schizophrenic patients were randomly given 

haloperidol 10, 30, or 80 mg/day orally. Survival 

analysis showed no differences among the three groups, 

nor -were there any differences In extrapyramidal ef-

fects. In a study of fluphonaxino 10, 20, and 30 mg 

orally there was no differences in outcome, but dose-

related extrapyramidal effects (2). These findings throw 

into profile the very important issue of whether higher 

dosages of antipsychotic drURS provide any additional 

beneficial effect in the treatment of acuto or exacer-

bated schizophrenia, and whether auch doses are really 

more prone to produce extrapyramidal clfects (as is 

commonly believed) or not. More reccnc opinion would 

he that high doaea nro no more beneficial and cause 

more adverse effects (3C '). 

The wide range of dosages used, not only In different 

conditions but also within tne same condition, may be 

related to large laterindividual differences in plasma 

concentrations, Despite much research in the last dc-

cadc, consistent relations between plasma concentra-

tions of neuroleptic drugs (including their metabolites) 

ana therapeutic effects have not been demonstrated. 

The relationship between unwanted effects and plasma 

concentrations remains indistinct, A relationship be-

tween plasma and CSF concentrations and extrapyrami-

dal adverse effects has been claimed (SED-U, 105). 

Behavioral worsening on high-dose neuroleptic drugs is 

a well-recognized clinical phenomenon (4°, 5"). This has 

also bcon described in patients with very high plasma 

concentrations .of neuroleptic drugs (6C), Convulsions 

have also been described in association with very high 

circulating concentrations of clozapine (7°), While ihere 

arc no clear indications at The present time Cor routine 

monitoring of plasma concentrations, such measure-

ment may be helpful in evaluating and managing treat-

ment failures or dealing with unusual or severs adverse 

effects. I n the case of clozapine, plasma concentrations 

are thought to be useful for monitoring clinical re-

sponse. The entire problem of finding for the individual 

patient a dosnge which balances safety again?' offioncy 
is likely in this field to center on the issue of avoiding 
severe neurological problems such as tardive dysldne-
sin; the dosage question is therefore further discussed 
in the oouroiogieal section of the monograph which 
follows. 

Choice of neuroleptic drag 

In controlled studies, ell typical current neuroleptic 

drugs have been shown to be similar in therapeutic 

efficacy, provided they are used in truly equivalent 

doses. Occasional 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, etc. Drue? such as promazine are much less potent on a milligram basis and less efficacious perhaps 
bccausc of ndrcrsc effects Which may well prevent the 

prescription of equivalent therapeutic dosages. The 

choice of a drug, therefore, depeads on other factors, 

namely the adverse cffcct profile of the drug, the clinical 

characteristics o f the paticnw, and perhaps the desired 

route of administration. I f rapid treatment ia necessary, 

a drug which has a parenteral form will be required. In 

other situations, an oral liquid may be deemed neces-

sary; in situations where compliance is a problem, oral 

long-acting agents such as penfluridol can be given at 

weekly intervals under appropriate supervision, Other-

wise, parenteral long-setl/ig agents *ueh as flupbenozina 

deoanoate may be given at wore extended intervals. 

From a therapeutic point of view, all typical neuro-

leptic drugs are equal; no single drug or chemical class 

appears to be superior to another. While there is a good 

rationale Tor using 'more Sedative' drugs for treating 

excited patients, there has nonetheless been a tendency 

of Jato to use more potent drugs which can be adminis-

tered paremorally in higher dosages. A rationale for 

using more than one neuroleptic in ccrtain situations 

perhaps exists, but data to support this are tacxing. 

In younger excited males who are vulnerable to acute 

dy&tonic reactions, the Use Of more sedative agents such 

as chlorpromaidne or thioridazine that are less likely 

to produce extrapyramidal adverse effect* (particularly 

acuta dystonia reactions) may have merit. At the other 

end of the scale, patients who are elderly or vulnerable 

to cardiac arrhythmias may do better on low dosages 

of more potent neuroleptic drugs such PS haleperidol, 

fluphenozino, and thiothixene. Low-potency drugs have 

an adverse effect profile characterised by sedation and 

multiple peripheral effects, most notably anticholinergic 

(blurred vision, constipation, cjaculatpry disturbance), 

cardiovascular (hypotension, dysrhythmias), and endo-

crine (•weight gain, sexual dysfunction). In a hot SlMoy 
climate one might recommend not using chlorproma-

zino because of photosensitivity. While high-polency 

drugs have minimal peripheral effects, they eause more 

CNS effects, such as extrapyramidal effects and 

behavioral changes. 

I n general, one selccts an agent according to the 

clinical condition er the patient, the prior response to 

a Specific agent (if known), compliance, the patient's 

age and physical state, and the adverse effects that 

would be more or less acceptable to individual subjects. 

The adage that one Should not dismiss older drugs 

simply because they arc old is pertinent hero; neurolep-

tic drugs, which have been available for a long time, 

may be a better choicc for routine use because their 

properties and risks are best defined. They may also be 
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preferable for use in specialized cases, e.g. pregnane 

ihsn drugs about which we still know less. AH cl inkiai 

who use drugs of this type should be familiar tvi 

several different: neuroleptic drugs that have betwet 

them a spectrum of adverse cffects and potencies, i 

that they can solcst and modify their treatment. Evs 

if 'atypical' neuroleptic drugs, like clozapine, beeon 

widely available and practical to use, it is unlikely th 

this spectrum of Variation Will expand very much, i 

that one now drug will become dominant; a l ternate 

drugs will continue to be nccessary. A n awareness i 

the adverse effects profile of individual nauro iept 

drugs will continue to be a major determining factor , 

the choice of an antipsychotic agent Clozapine h i 

certain advantage; over typical neuroleptic drugs. I t 

particularly efficacious in the treatment of the ncga t i i 

symptoms of schizophrenia and has significant thexi 

peutic effects in treatment-resistant patients, o n bo( 

positive and negative symptoms. Clozapine does m 

produce extrapyramidal effects and improves and ma 

prevent tardive dyskinesia (SR , 9R) . 

Risperidone is efficacious on bath positive on 

negative symptoms and has a reduced risk o f exorap; 

ramidal effects (10°), There is a relation between do ! 

and extrapyramidal effects ( l l c ) . Oomprohensj i 

reviews of specific antipsychotic drugs, including c l o z 

pine, olanzapine, raclopridc, icmoxipride, r isperidom 

and zotepine have tieen provided in earlier vo l um i 

(5EEA-16, 55; SEDA-17, 58; SEDA-18, 52; SEDJ 

15, 51; SE0A-2O, 46-, AEDA-21, 000). The superior* 

of atypical neuroleptic drugs is now well demonstra te 

because the adverse effects profile is advantageou 

thus, it Is certain that in the near future the choice . 

agents will be between one atypical drug and a n o i l l c 

Xrj this Chapter, information on all nourolcptic d m 

will be dealt with in a single monograph; the l imi t i 

variations between the alternative drugs in the d a 

will bo dealt With in the appropriate subsections of t! 

monograph. 
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ORGANS A N D SYSTEMS 

CnrdioYoacular Hypotension is the most commonly 
observed cardiovascular advene effcct of antipsychotic 
drugs, particularly after administration of those that are 
also potent a-adrenocaptor antagonists, such as chlor-
promozine, thioridazine, and clozapine. A central me-
chanism involving the vasomotor regulatory center may 
also contribute to the lowering of blood pressure. Anti-
psychotic drugs of high and intermediate potency, such 
us hflloperidol and loxitane, have minimal a-bloeking 
cffccts and would be less likely to cause such changcs, 
although in one report orthostatic changes (a Tall of 30 
mmHg) were reported with these drugs in 27 and 22% 
of casos respectively (SED-11, 106). An exception to 
the relatively safe use of high-potency agents has been 
noted in the eoinbiciation of dropsrjdol with the narcotic 
fontanyl. which may cause marked hypotension (13c). 

Orthostatic hypotension and syncope have been re-
ported after clozapine (14c), 

Hypotensive episodes often occur after postural 
changes and may therefore be particularly hazardous In 
susceptible patienls, such as the elderly and those with 
depleted intravascular volume or reduced cardiovascu-
lar output. The risk of orthostatic hypotension is mar-
kedly increased after parenteral administration. The 
combination or a-adrenoceptor oiocjcade and sedative 
effects'may explain the increased risk of failing when 
taking antipsychotic drugs (SEDA-12, 52). 

Antipsychotic drugs ore vagolytic and can increase 
resting »nd exercise heart rates. Bradycardia is unusual, 
Reduction in excrciso-induced cardiac output can occur 
as a result of drug-induced Increases in plasma ca-
techolamine .concentrations and concurrent a-adreno-
coptor bloalcsiito (IS1-), 

Electrocardiographic changcs are relatively common 
during treatment with antipsychotic drugs, but there is 
a lacK of unanimity regarding the clinical significance 
of those findings. The changcs that ore generally consi-
dered benign end non-specific are reversible after with-
drawal. Potentially more serious changes include pro-
longation of the QT interval, depression of the ST 
segment, flattened T waves, and the appearance of U-
waves. Non-specific T wave changes are commonly scon 
during the mid-afternoon, and may be related to the 
potassium shift and other changes that result after 
meals, so that a pre-breakfast cardiogram may be more 
desirable, 1"wo types of T wave changes have been 
described after treatment with thioridazine; type I (with 
rounded, flat, or notched T waves) and type II (with 
diphasic T waves) (16°), Prolongation of the CTT 
interval is most commonly seen with thioridazine and 
represents dcluyed v«mrieulor repolarization (a Cjulni-
dine-like effcct); this action has Spurred investigation 
of ihese agents a9 antiarrhythmic drugs (5BDA-5. 41). 
Prolongation of the QTC interval is also seen more often 
jn patients taking more than 2000 mg of chlorpromazinc 
equivalents daily (17°). fn one report, the use of earba-
mazepine and bAlopeyrielol (cd to prolongation of the 
QTC interval and cardiac complications (18s), Cardiac 
dysrhythmias have been reported, and include atrial 
dysrhythmias, ventricular tachycardia, and ventricular 
fibrillation. Several eases of torsade de pointes have 
been reported in association with thioridazine (IP0 , 
20c) and with high-dose intravenous halopeiidol 
(SEDA-20, 3d). Tho risk of cardiac dysrhythmias is 
dose-related, and is increased by pre-existing cardiovas-
cular pathology (SEDA-2, 48), interactions with other 
cardiovascular or psychotropic drugs (particularly the 
highly anticholinergic tricyclic antidepressants), in-
creased cardiac sensitivity ia the elderly, hypokalemia, 
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and vigorous exercise. In elderly people it is advisable 
to avoid low-potency neuroleptic drugs, such as thiori-

dazine, which produce significantly more cardiography 

changes than high-potency agents, such as ftuphcrmine 

(21°). In any patient with pre-existing heart disease, a 

pre-trcatmcnt electrocardiogram with roudne follow-up 

is recommended. 

The possibility that gome of the cardiac effects of 

thioridazine and chlojprom&ime may be related to me-

tabolites as well as the parent compound bus been ex-

plored (16°, 22") but needs further investigation. 

Cardiomyopathy has been associated with antipsy-

chotic drugs, including clozapine (23oR, 24c , 25"), 

The role of neuroleptic drugs in sudden death ia con-

troversial (5EDA-1S, 47; 5EDA-20, 36; 26 c") . There 

may be multiple non-cardiac causes, including asphyxia, 

convulsions, or hyperpyrexia. HoWcYcr, some ewes Of 

sudden death in apparently young healthy individuals 

may be directly attributable to cardiac dysrhythmias 

arter treatment with thioridazine or chlorpromaaine 

(27a). There have also been reports with parenteral 

and high-dose haloperidol, implying a cardiotoxic me-

chanism (SED-11,107), and this may also hold true for 

any Oilier neuroleptic drug u«ed in 4 similar manner. 

Cardiac arrest was attributed to risperidone in a patient 

With no history of cardiac disease (28"), and one case of 

asystolic cardiac wrest was reported after intravenous 

haloperidol (29°). Several eases of torsade de poirUcs 

have been reported with intravenous haloporidol used 

W>th lorazepam to treat delirium (SEDA-18, 47; 30°) 

and with low-dose oral haloperidol (31"). Acid mucopo-

lysaccharide deposition may be associated with antipsy-

chotic treatment oa a possible mechanism contributing 

to rare cardiovascular adverse events (SED-11, 107). 

Polyserositis! (pericardia] effusion, pleural effusion, 

and pericarditis) has been reported in n patient treated 

with clozapine (32c) 

Respiratory The gag and cough relieves can be sup-

pressed by neuroleptic drugs (SED-11, 107). Periodic 

examination of the gag reflex, particularly in patients 

with tardive dyskinesia, has been recommended. 

Acute respiratory failure, which may be complicated 

by pneumonia, has been reported in psychiatric patients 

receiving long-term neuroleptic drugs (SED-11, 107). 

Pulmonary embolism without a primary focus was 

surprisingly frequent in cases of sudden death. Aspir-

ation asphyxia in patients treated with neuroleptic drugs 

has been described (Sf iD-i l , 107), and iv has been 

suggested that Uiis could have been due to laryngeal-

pharyngeal dystonia (33®). Patients with asthma treated 

With antipsychotic drugs may be at increased risk of 

serious complications of asthma (34"). 

A single case of fatal pulmonary edema was reported 
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in 1982 In association with haloperidol (35°). Diaphrag-

matic, laryngeal, end glottal dyskinesias have been de-

scribed as part of the tardive dyskinesia syndrome and 

may cause respiratory complications (36°, 37*) 

Nervous synem Behavioral adverse effects Over-

sedation and/or drowsiness is the most common a averse 

cffect of neuroleptic drags. However, most patients 

develop tolerance to this cffcct. Jin addition, neuroleptic 

drugs can cause a depression-like syndrome. This 

should be differentiated from neursleptle-induced aki-

nesia. Long-acting drugs have been particularly impli-

cated (SED-11, 107; 38 r ) . However, a doublc-bljnd, 

placebo-controlled, randomized study of long-acting 

neuroleptic drugs did not support (his conclusion (39 c ) . 

Toxie delirium caused by neuroleptic drugs with po-

tent anticholinergic properties has been widely reported 

(SED- i l , 107), and has been reported with low-dose 

clozapine (40c). Phyaostigmine can alleviate these symp-

toms and is useful diagnostitally. Other uncommon 

behavioral effects Include psychotic exacerbation, cata-

tonia-lilce States, and Kluver-Bucy-Iike syndrome 

(SED-9, 81; SEDA-7, 67; 38"). 

The extent to which neuroleptic drugs Impair menta l 

activity is disputed, A recent Dtudy has shewn thnc the 

more anticholinergic antipsychotic drugp impaired 

short-term verbal memory (SEDA-18, 48; 4 l C K ) . One 

study showed that schlzopnienic patients wno took neu-

roleptic drugs had superiorinformation processing com-

pared with unmcdlcatcd schizophrenic patients; the au-

thors claimed that neuroleptic drugs probably do not 

cause, ond muy actually reverse, slowness of informa-

tion processing in schizophrenic patients (42°). How-

ever, a substantial number of schizophrenic patients 

declare that neuroleptic drugs slow their thinking, cause 

Ihem to Forget, and remove interest and motivation. 

These responses to neuroleptic drags are claimed to be 

dysphoric and are often associated with drug-induced 

extrapyramidal symptoms, particularly akathisla (43° ) , 

Akinesia may also contribute to feelings of apathy and 

diminished spontaneity, and can bo difficult to distin-

guish from the negative symptoms Of schizophrenia or 

the psychomotor retardation of post.psychotic depres-

sion (44°). Impairment of cognitive function related to 

neuroleptic drugs has been reviewed extensively (45'*'). 

Obsesaivc-compulsive symptoms have been described 

with both typical neuroleptic drugs (e.g. ehloiproma-

zine) and atypical neuroleptic drugs (e.g. clozapine and 

risperidone) (5EDA-19. Si: SEDA-ZD, 47; 47°). 
Effects on the convulsive threshold Neuroleptic 

drugs cause slowing of a-rhythm and increased syn-

chronisation and amplitude with superimposed charp 

fast activity. They also induce discharge patterns in the 

E E Q similar to those associated with epileptic seizures 
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of the grand mal or focal types (SED-11, 108), In a 

study of clozopine-induced E E G changes, 13% of pa-

tients developed spikes with no relation to close or 

serum concentration of clozapine; 53% developed slow-

ing of the EBG- Compared with plasma concentrations 

below 30Q nfi/m', a clozapine serum concentration of 

350—450 ng/ml led to more frequent and mora severe 

E E G slowing (48 c " ) , There were considerable differ 

ences in E E G patterns between classical neuroleptic 

drugs and clozapine (49CK). Closaplne-trcntcd patients 

showed significantly more stage 2 sleep, more stable 

non-REM sleep (stages 2. 3. and 4), and less stage 1 

than patients treated with haloperidol or fluperuijol, In 

a longitudinal study, clozapine significantly improved 

sleep continuity and significantly increased R E M don-

Si ty, but aid not affect the amount of R E M sleep 

(so 0 1 ) . The incidence of convulsions associated with 

typical neuroleptic drugs is relatively tare (probably less 

than 1% ) (SEP-9, 81). 

Predisposing factors to neuroleptic drug-induced sei-

zures Include an abnormal BEG, pie-eocisting CNS ab-

normalities, parenteral administration of high doses, 

and a family history Of Seizures or febrile convulsions (51*). 
I t has been suggested chat the less potent sedative 

neuroleptic drugs (aliphatic or piperldina phenothla-

zines) lower the convulsive threshold more than tho potent neuroleptic druga (piperazinc phenothiazfnes) 

(52c). However, variable and unpredictable effects on 

, seizure activity related to bulyrophenones have been 

reported (53"). m e prevalence of seizures with cloza-pine is higher than average (about 5%) and is dose-

dependent. Recent reports have described four patients 

who developed seizure activity while taking therapeutic 

or subtherapeutic doses of clozapine (54°, 55°). A » in 
vitro technique, claimed to assess the relative risks of 

neuroleptic drug-induced seizures, was reported ro 

produce striking differences between neuroleptic drugs 

ia spike activity in hippneamp?! slices. Tentatively, mol-

indone, pimozldc, and bulaclamol are the safest com-

pounds in vitro (36c). Data from a well-designed m 

vivo study we needed before conclusions can be drawn. 

Extrapyramidal advereo effects can be classified into 

four groups: acute dyStonie reactions, ukathiaia, 

(paeudo)parkinsoiwm, and tardive dyskinesia. In addi. 

tion, there are JCBS common tardive conditions. Which 

frill be discussed below. Except for tardive dyskinesia, 

the extrapyramidal adverse effects «iro largely reversible 

by giving anticholinergic drugs and withdrawing or low-

ering the dosage of the neuroleptic druo- These effects 

have been-well reviewed elsewhere (5ED-9. 76: 5EDA-

7,'63 J SEDA-16, 40; SEDA-18, 48; 38*). 

The CYP2P& genotype ia not a determinant of sus-

Neurolcptic and antipsychotic drugr Chapter 6 

ceptibility to acute dystonic reactions, but may be a 

contributory factor in antipsychotic drug-induced move-

ment disorders, including tardive dyskinesia (5?c). The 

hypothesis that extrapyramidal adverse offsets may 

result from neurotoxicity due to oxidative damage by 

neuroleptic drugs has been also reviewed (5EDA-20. 30; SB"). Several studies havo found a relation between 

neuroleptic drug dosages, extrapyramidal adverse af-

fects, and the degree of D3 receptor occupancy (SEDA. 
IS , 48; 59 & , 60°*). Atypical neuroleptic drugs, such 

as olanzapine, quetiapine, risperidone, and scrtindole, 

cause fewer extrapyramidal effects than typical neuro-

leptic drugs (61"", 626r, 63°% 64°"). However, there 

are reports of extrapyramidal effects associated with 

these atypical neuroleptic drugs (65"—67̂. There was 

a significant linear relation botween mean change scores 

on the Extrapyramidal Symptom Rating Scale and in-

creasing risperidone dose (SB131). Clozapine in particu-

lar has a mote favorable extrapyramidal effects profile 

than other neuroleptic drugs (69 c a ) . 

Acute dystonia reactions These arc dramatic, acute-

onset muscular spasms that occur within the first 24— 

48 hours after starting therapy, or in. a few eases when 

tho dosage is Increased. A circadian pattern of acute 

dystonic reactions has been described (70"3. Tile 

muscles of the head and neck arc mainly affected: opis-

thotonos, torticollis, oculogyric crisis, and microglossia 

(all of which can occur toeether) are dramatic effects 

relieved by the use of intramuscular antiparkinsonian 

or antihistaminic drugs. Acute laryngeal dystonia is 

probably an under-repotted yet potentially lethal ad-

verse effect. I t can mimic anaphylaxis (71"). A recent 

comprehensive review has strongly advocated imme-

diate intravenous administration of anticholinergic 

drugs to relieve acute dystonia. Men are more prone 

than women to this reaction, and the young more so 
than the elderly (721*). Drug-induced dystonia can also 

be precipitated by emotional arousal (73°, 74c). Tem-

poromandibular joint dislocation associated with neuro-

leptic drugs has been reported (75"). 

Akathisia Incidence rates of akathisia are reported 

10 be 25—75%. Most cases occur within the first few 

days of antipxychotic treatment, and dosage increase 

has been identified as a risk faeior (70"). Akathisia Is 

a variant of the restless legs syndrome associated with 

anxiety and/or dysphoria (SEDA-19, 44j SEDA-20, 36; 77'—79')- It may be confused with an exacerbation of 

tho disorder being treated. Suicidal tendencies can 

occur in psychotic patients who developed neuraleptie-

induced akathisia (80ar), On the other hand, intent 
evidence suggests that depressive symptoms may not be 

induced or worsened, and roay even be reduced, by 

prescribing atypical neuroleptic drugs (81*, 82Cr, 63c"). 
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Subjects show Various degrees of restlessness and an 

inability to sit or stand still; in severe cases, the pre-

• sentation may merge with behavioral disorders. Aicathi-

sia observed at any time, whether treated or not , has 

been associated with a poor outcome. Antiparkinsonian 

agents are sometimes helpful, ^-blockers often more so 

(S&DA-19. 43; 84°, 85", 86^)- Low-dosnge mianserin 

has also been used in the treatment of akathlsia (87"). 

Parkinsaniim and pseudoparkinsonUm Parkinson-

ism or pseudoparleinfontem induced by neuroleptic 

drugs is clinically indistinguishable from postencepha-

litic or classical parkinsonism- It begins In the head and 

neck and causes loss of movement in the muscles, which 

spreads to the arms, producing varying degrees Of aki-

nesia and rigidity. Cases o f ncuroieptic-induced parkin-

sonism with dysphagia as one of the main features have 

been reported (5BDA-19, 44; 88% 89=, 90") . Clozapine 

has little or no parkinsonian effect (P1K). Olanzapine 

was effective in extinguishing typical psychotxoplc-

induccd tremor (92°). Different strategies for the treat-

ment of neuroleptic-induccd parkinsonism have been 

reviewed (SfiDA-18. 48; SBDA-20, 40; 93 c , 94°) The 

current W H O recommendation is that anticholinergic 

drugs should not be given routinely to patients who are 

starting to take neuroleptic drugs. 

Tardive dyskinesia Originally, tardive dyskinesia 

was described as comprising spontaneous irregular 

movements, mainly affecting the mouth and tongue; 

chewing, licking, and smacking movements of the 

tongue and lips were involved, including protrusion of 

the tongue outside the buccal cavity and various abnor-

mal movements of the tongue within the buccal cavity. 

This condition is now also known to include ehor-

eoathetoid movements of the fingers und toe*, some-

times associated with rocking movements, and akathi-

sia; truncal muscles and respiratory muscles may be 

involved. 

Tardive dyskinesia usually occurs after long-term use 

of neuroleptic drugs, but some cases of early onset (less 

llian 1 year) have been reported (SED-11, 108). In a 

prospective study the cumulative incidence o f tardive 

dytikiDcaiu was 5% after 1 year, 10% after 2 years, 

15% after 3 years, and 19% after 4 years. The authors 

suggested that prevalence increases with increasing dur-

ation of neuroleptic drug exposure mid that the increase 

is linear for at least t he first 4—5 years ( 95 ° ) , Recently 

tho average incidence rate of tardive dyskinesia was 

estimated at 0.053/ycar. and the 5-ycor risk was 20% 

(SEDA-18, 49; 96 c r ) . In another study, the cumulative 

incidence in patients over ago 45 was 26, 52, and 60% 

after 1 ,2 , and 3 yours respectively (97 C R ) . Figures vary 

from center to center. In a recent study there was a 

cumulative incidence of presumptive tardive dyskinesia 
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of 6.3% after 1 year, 12% after 2 years, 14% after 3 

years, and 18% after 4 years (98c). l a patients receiving 

neuroleptic drugs the prevalence hap been reported as 

O.S—65% (PPK). One reviewer has gone SD for as to 

suggest that the prevalence of tardive dyskinesia among 

all patients taking neuroleptic drugs is so low aa not to 

justify any alarm (100*), No cases of the severe form 

Were found in a 12-year follow-up study of 99 ehron. 

ically hospitalized patients who had received extensive 

neuroleptic treatment (101°). Absence of severe tardive 

dyskinesia was reported In a group of Hungarian schizo-

phrenic out-patients (102"). Prevalences of 8.4—30% 

Were reported In other cross-cultural studies of different 

ethnic groups (103°, 104", 105* 106CR). 

These wide variotions in prevalence ore perhaps due 

to alack of preeise objectivedefinition orihe syndrome. 

The availability of standardized rating scales (107CI1) 

and research diagnostic criteria represents a significant 

udvance In resolving theso problems (108°). A multi-

national study of tardive dyskinesia in Asians {n => 982) 

found the overall prevalence of tardive dyskinesia was 

17% (range 8.2—22.3%). There was a significant differ-

ence in tardive dyskinesia prevalence from eenter to 

center within the same ethnic group. Reasons for such 

a difference remains unclear. Two studies showed that 

Afro-Americans hswe a greater incidence of tardive 

dyskinesia than whites (9&CR. 97CR) . A t present there 

is still a lack of convincing evidence that there are 

true interethnic differences in tho prevalence of tardive 

dyskinesia (109% 110CR). 

The tongue protrusion test, i.e. HH inability to main-

lain tongue protrusion, iD a measure of severity, and is 

present mainly When tardive dyskinesia occurs in an 

advanced form; abnormal movements within the buccal 

cavity occur over a much wider range of severity, sug-

gesting thm abnormal tongue movements may bo more 

helpful In the early detection of tardive dyskinesia 

(111"). 

Considerable information, although not entirely 

consistent, is nvnilablc on predisposing factors (SED-

11, 108; 99 R , 112R, 113er). The condition is apparently 

more common in women and in the elderly; elderly 

women in particular seem prone to develop the condi-

tion in a relatively severe form (SED-11, 108; 99R, 

114"). I t has been suggested that estrogen plays a role 

(115°, 11(7*), .Here too, however, the epidemiology has 

been challenged; not ftll studies have confirmed (hat 

women are more vulnerable (117"), although the con-

sensus supports this conclusion. 

Negative symptoms of schizophrenia were associated 

With the severity of orofacial tardive dyskinesia, and 

positive symptoms were associated with l imb dyskinesia 

(118^). A rcccnt study showed that while age, sex, 
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diagnosis, and race had no significant effects on pre-

sumptive tardive dyskinesia, it was predicted by greater 

antipsychotic drug exposure: each increase in antipsy-

chotic drug done of 100 mg chlorptomozino equivalents 

resulted in a 6% increase in the hazard of presumptive 

tardive dyskinesia (119°). 

The relation between handedness and tardive dyski-

nesia has been studied. The estimated rate ratio, com-

paring left-handers and mixed-handors with pure right-

handers, adjusted for confoundere, was t)_25. The han-

dedness cffcci Wus stronger for men than for women 

• (120c). Autosomal inheritance of two polymorphic 

SerSGIy alleles (2-2 genotype), but not homozygosity 

for the wild-type allele (1-1 genotypo), was. a suscepti-

bility factor (121Cr)-

. The incidence of tardive dyskinesia among patients 

with extrapyramidal effects is 2.32 times higher than 

among those without, cuad dip risjk could be even higher 

during tho first 2 years of exposure (95"), 

Whether certain) typical neuroleptic drugs are more 

likely than others to cause tardive dyskinesia is un-

known (112"), but virtually atl currently prescribed 

neuroleptic drugs, with tho possible exception of atypi-

cal neuroleptic drugs, such as clozapine, have been 

assodatcd With it (:13Eic'). Although there are findings 

Suggesting that atypical neuroleptic drugs are associated 

with a low risk (123°", 124°) , this needs to be evaluated 

in more prospective studies (123tt, 125R), 

There have been reports of potential cases *>£ tardive 

dyskinesia attributed to risperidone, an atypical neuro-

leptic drug (lZd15—126"). A t present, clozapine could 

be regarded as tlie drug o f cliviicc £br patients With 

tardive dyskinesia, especially for those with disabling 

and/or dystonic features and for tho&e who require long-

tonn neuroleptic drug therapy ( 129^ ) . A review of the 

literature did not support the notion that drugs with 

central anticholinergic properties constitute a particular 

risk factor in tardive dyskinesia. However, anticholiner-

gic antiparkinsonian drug& tend to produce reversible 

increases in tho severity of dyskioetic movements, and 

the authors suggested that antiparkinsonian agents can 

be used as pharmacological probes in tho evaluation of 

neuroleptic drug-induced movement disorders (102c, 

130*, 131°). A history of drug-induced parkinsonism 

and tardive dyskinesia is sometimes strongly associated. 

Prolonged treatment with neuroleptic drugs increased 

the risk of tardive dyskinesia (117CT)I this finding HHS 

been supported by the preliminary results of a prospec-

tive study of the condition, but again there are conflict-

ing results (112", 113") . One particular out-patient 

study showed that tho duration of treatment with neuro-

leptic drugs did not explain tho differences in severity 

o f tardive dyskinesia (114'). 

Neuroleptic and Antipsychotic drugs Chapter 6 

A positive correlation between tardive dyskinesia and 

circulating neuroleptic concentrations has been re-

ported (132°); however, in one study there was no signi-

ficant difference In serum concentrations of thiorida-

zine, its metabolites, or radio-receptor activity between 

patients with and without tardive dyskinesia (133°). His-

tories of more and longer drug-free periods wore more 

common to moderuLi and severe tardive dyskinesia than 

in mild forms (134®), There was a positive association 

between neuroluptic-free periods and persistent tardive 

dyskinesia (33S1). Some studies have suggested that dia-

betes mellitua may he n risk factor for tardive dyskinesia 

(SKDA-16, 47; 136CR). 

There are various other possible risk factors, e.g. 

organ!city, nffectiyc disorder, a History of electrocon-

vulsive therapy or alcohol abuse, and individual suscep-

tibility (137*). 

"mere are Insufficient data to support the use of drug 

holidays in detecting the risk of tardive dyskinesia, but 

they may help to diagnose the covert type by unmasking 

dyskinesia (U2 f t ) . 

The rale, of reversibility o£ tafdiro dyskinesia after 

drug withdrawal is 0—90% (99"'). Since patients with 

tardive dyskinesia rarely have subjective complaints 

(138c), periodic assessment of dyskinctic movements is 

essential to make an early diagnosis and may increase 

the opportunity to reverse the disorder. Some reports 

are relatively encouraging regarding reversibility (139c , 

t40 c ) ; the characteristics of reversible and irreversible 

fonns have been reviewed, but no firm conclusion eon 

be drawn (141R). However, the prognosis of tardive 

dyskinesia was better in patienls treated for a smaller 

proportion of time and in those treated with tower doses (143=). 
In dealing with the whole problem of dysKincsia the 

pre-eminent role of prevention must be emphasized 

(137R), particularly because treatment is so unre-

warding. Various agents have been studied; they in-

clude agonists and antagonists at various CNS neuro-

transmitters, and newer dopamine receptor antagonists, 

which supposedly act only at X>2 receptors (dopamine 

receptor sites not linked to ndenyl cyclase). The few 

supposedly positive results that havo been claimed for a 

number of drugs must be interpreted With great caution 

(SEDANS, 49; 143R). Roaerpinc bua been used With 

apparent improvement in symptoms, but deterioration 

followed withdrawn! ( I 'M 0 ) , and reserpine lias olso 

been reported to cause the condition. A double-blind 

study of propranolol sho>ed short-term improvement, 

and two of four subjects responded to long-term pro-

pranolol (145°); unfortunately this study has not been 

replicatcd. Tetrahydroisoxazolpyridinol (TJJIP), o 

new and less toxic analogue of y-aminobutyrie acid 

145 
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(GABA) , which acts as a G A B A antagonist, produced 

no change in tardive dyskinesia, either ill a doSe-linding 

study or a 4-week placebo-controlled study, but pre-

existing parkinsonism increased significantly and eye-

blinking rates fell (Mt f 5 ) ; these are preliminary findings, 

more than » decade old, and hard to interpret. More 

rcoontly, vitamin E (a-tocopherol), with Jts antioxidant 

properties, has been reported to be effective (SEDA-

17,56 ; 147^ , 148°, 14?°, ISO*1), Arccetttstudyihowcd 

that an abnormal lipid peroxidation is associated With 

tardive dyskinesia, and extended this abnormality to 

measurements of iipid-corrected vitamin E in plasma 

(151°). In addition to clozapine (8', 9R)> olanzapine 

has also been reported to improve tardive dyskinesia 

Many Other differential diagnoses must be considered 

in evaluating tardive dyskinesia. For example, spontan-

eous dyskinesias) are nor rare, and were found in 5.8% 

of individuals in 18 population studies (SED-11,109). 

Even higher rates have boon recorded, especially 

among elderly patients:; senile dyskinesias in two studies 

of drug-free elderly subjects occurred jn 9 and 37% 

of individuals, respectively (155°, 156°). There is niso 

evidence that dySkinetic movements can bo n feature of 

severe chroDic schizophrenia unmodified by neuroleptic 

drugs (SED-11, 109; 157c , 158", 159CR, 160°, 16i°\ 

162*), which could mean tbat neuroleptic drugs may 

merely be triggering already latent dyskinesias in 

schizophrenic patients. 

Tardive akathisia Akathisia, when it occurs, can be 

an early problem, appearing within days or weeks, but 

this is not necessarily the case. A 1586 review (163") 

considered 7A cases Of tardive akathisia soon over a 

long period: in three of theso the condition bad ap-

peared after only 1 or 2 months of neuroleptic drug 

therapy, but the remainder had been treated for at least 

1 year, and seven had been treated with neuroleptic 

drugs for at least 5 years, Whereas tardive dyskinesia 

most often starts in the bucco-oral region and extends 

to the fingers and occasionally to the lower limbs and 

trunk, tardive akathisia most often afreets the legs or 

is described as a generalized sensation throughout the 

limbs and trunk. Moreover, while a reduction in dosage 

will induce a temporary worsening of masked tardive 

dyskinesia and ^n increased dosage an improvement, 

tho effects of dosage changes on akathisia arc less 

certain. 

Tardive 
Tourette's syndrome There have been at 

least seven published eases of Tourette's syndrome as-

cribed to antipsychotic drugs and emerging either dur-

ing treatment or after withdrawal. Some authots believe 

that tardive Tourctte-like syndrome may bo a subtype 

of the more frequent tardive dyskinesia, because it can 

be masked by an increase in neuroleptic drug dosage 

and exacerbated by svithdrawal. However, the symp-

toms can readily be confused with exacerbation of the 

underlying psychosis; misdiagnosis of the condition, at 

least in some of the published case reports, cannot be 

completely ruled out. 

Tardive dystonia This is a rare, lato-onsct, persis-

tent dystonia oceocislnd with neuroleptic drugs, which 

usually affects young men. Its prevalence is 1—2% 

(164°). It tends to affect the musclcs of tho neck, 

shoulder girdle, and trunk;, causing opisthotonos. Pisa 

syndrome is a special form (hat involves tonic flexion 

of the trunk to one side accompanied by slight backward 

rotation, in the absence of other dystonic symptoms. 

AntccoJUis is a raro form of tardive dystonia, in which 

forward bending of the nock can cause inspiratory ob-

struction (165*). Sometimes patients with tardive dys-

tonia can become incapacitated (1661", 167c). 

The differential diagnosis Includes idiopathic torcion 

dystonia, parkinsonism, Idiopathic torticollis, Hunting-

ion's disease, Wilson's disease, ond Moigc's syndrome 

(blepharospasm, otomandibular dystonia). Anticholi-

nergic drugs, cholinergic drug;:, dopamine receptor 

agonists and antagonists, dopamine-depleting agents, 

/3-blOCKers, G A B A agonists, benzodiazepines, corbam-

szepine, electroconvulsive therapy, and thalamotomy 

have been used to treat this condition, but mono has 

shown any consistent therapeutic effects (164c, 168°). 

Clozapine, which has been reported,to improve tardive 

dyskinesia,' is particularly indicated for subjects who 

remain psychotic (169k, 170"). Marked improvement 

o f tardive dystonia lifter replacing haloperidol with ris-

peridone in a schizophrenic patient has been reported 

(171°). 

Rabbtl syndrome 'Rabbit syndrome' is a lato-onset 

extrapyramidal adverse effect associated with antipsy-

chotic drugs. It is characterized by a rapid tremor of the 

lips and occasionally the jaw. The movements usually 

respond well to antiparkinsonian ngonte am) withdrawal 

of antipsychotic drugs. It has been suggested that the 

rabbit syndrome is the clinical converse of tardive dyski-

nesia (172K). 

JU>w-donaEe maintenance treatment far schizophrenia 

Tho acceptability of neuroleptic drugs by both patient 

and daotor mj»y be limited by extrapyramidal and other 

adverse effects. I f these are dosc-related, using the low-

est effective dosage Tor maintenance treatment may 

minimize the risk (SEDA-17, iff). Unfortunately, there 

is little cvideneo on how low the dosage should be to 

prevent relapse. As a result, there is a general tendency 

to use higher doses than necessary. In a double-blind 



s aou » 4 " UlJXUItiBK. 3 tSUUTH 

T 
00 i 050 s 0 0 9 / 0 3 8 

comparison of a group of stabilized outpatients taking 

a low dosage of ItUphenazioe enanthate (1,25—5 mg 

every 2 weeks) with a group taking a standard dosage 

(12.5—SO mg every 2 weeks), relapse rates were higher 

the low-dose group (56%) than in the standard-dose 

group (7%) (ITS'*)- However, patients in the low-dose 

group had a better outcome in terms of some measures 

of psychosocial adjustment and family satisfaction. Pa-

tients in the low-dose group had fewer signs of tardive 

dyskinesia, and relapses led less often to re-admission 

to hospital: they also responded more readily to treat-

ment with temporary increases in medication than pa-

tients trenfed with standard doses, Tn a comparison of 

a low dose (5 mg) with a standard dose (25 mg) of 

fluphenazine decanoate every 2 weeks, there was no 

significant differences in relapse at 1 year (174°). Nor 

was there a difference in survival at one year, but at 2 

yeois survival was significantly better with the 25-mg 

dose (64%) Uiau with Ulo 5-mg dose (31%) (175OT). 

The dose-response relationships for a variety of ad-

verse effects o f antipsychotic drugs have been reviewed 

(176R). Although the dose-response relationships for 

extrapyramidal effects arc not fully understood, the 

evidence supports a dose-related effcct, The relation-

ship is probably not linear and is influenced by several 

factors, But it ts reasonable to conclude that systematic 

attempts to vise the lowest possible clinically effective 

dosage should bo strongly encouraged. The author of 

this review speculated that it is possible that there are 

susceptible patients in whom tardive dyskinesia can 

occur at a relatively low cumulative or average daily 

dose, while in others increasing doses beyond this range 

may not lead to substantial increases in the risk of 

tardive dyskinesia. Hyperprolactinemia is doss-related, 

hut there is wide interiadividual variability in the magni-

tude of this cfEect. The same applies to peripheral auto-

nomic offsets i 

Since in most patients high dosages do not lead to 

better therapeutic effects, but arc associated with more 

frequent and severe adverse effects, the use Of the 

Smallest dosage necessary to produce antipsychotic 

benefit is recommended. When sedation is required, 

the concurrent use of moderate doses of a neuroleptic 

drug with a benzodiazepine may be preferable to the 

use of high dosages of a neuroleptic drug alone. 

Three cases of radial nerve palsy were reported in 

demented elderly patients confined to wheelchairs who 

were treated with haloperidol. The combination of ex-

trapyramidal and sedative adverse cffects, added to 

wheelchair confinement, may have resulted In pressure 

on the upper arm with subsequent neuropathy (177^ . 

Neuroleptic molignnm syndrome The neuroleptic 

malignant syndrome is a rare but potentially fatal dis-

Ncurvlepilc a*iti antipsychotlx; rtrugs Chapter tf 

order characterised by muscle rigidity, hyperthermia, 

altered consciousness, and autonomic dysfunction 

(178R). This description applies to most of th» approxi-

mately 70 cases reported Bince 1960, but tho syndrome 

is still poorly defined and overlaps to some extent with 

lethal catatonia, neuroloptic-induccd hyperpyrexia, and 

Sudden death due to cardiac dysrhythmias. Similar 

symptoms have also been reported in tton-schizophrcnic 

patients after exposure to dopamioe-deplcting drugs 

(UP11) and after withdrawal of indirect dopamine recep-

tor agonists (180°), and there is no consensus as to the 

boundaries, causes, or management of the syndrome 

(SBDA-18, 50; iax r , 182"), Critical reviews have been 

published recently (183*\ 184"). and comprehensive 

reviews have been provided in earlier volumes of S E D A 

(SBDA-U, 47} SBDA-14, 50). 

The syndrome i* reported moat often in youDg men, 

may appear Suddenly days to weeks after initiating o r 

intensifying drug therapy, and Usually lasts S—10 days 

after withdrawal. The prevalence has been suggested 

as less than 1% (185c), but the precise frequency is 

unknown, and a trend towards fewer reports in recent 

yeans suggests that factors such as the tise of lower 

dosages of neuroleptic drugs may be Important. In a 

1986 review it was argued (hat the neuroleptic malig-

nant syndrome represents^ heterogeneous group of 

ncuroieptic-ioduced extrapyramidal syndromes With 

concurrent fever, and the existence of neuroleptic ma-

lignant syndrome as discrete syndrome was questioned (186 n). 
There is no consistent evidonce that one neuroleptic 

drug or class is more or less likely to products the syn-

drome. It has been reported with atypical neuroleptic 

drugs, such as clozapine (157^—189°, 19£f°, 1P1®, 152", 

193") and risperidone (194°—iSS"), although less often 

than with typical neuroleptic drugs. I t is thought to be 

rqrc with clozapine. However, relatively more cases 

have been associated with high-potency antipsychotic 

drugs, and tho couree of the syndrome way be particu-

larly prolonged and difficult to treat when depot forms 

of these drugs have been used, A recent review found 

insufficient evidence to support the concept of an atypi-

cal neuroleptic malignant syndrome with novel antipsy-

chotic drugs (200'). 

Futienta with neuroleptic malignant syndrome are 

more likely to be agitated or dehydrated before the 

syndrome develops, often need restraint or seclusion, 

and have received target1 doses of neuroleptic drugs 

soon after hospitalization. Previous treatment with E C T 

increases vulnerability (201a). The risk Of developing 

the syndrome is highest when neuroleptic drug treat-

ment is begun or when the dosage Is increased. Al-

though it is unusual, the Syndrome can occur while 

147 
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neuroleptic drug dosage is being reduced (SEDA-19, 

46). 

The appearance of severe extrapyramidal dysfupe- , 

tion, primarily rigidity, underlies the majority of case 

reports, and may provide the key to understanding ouod 

preventing the syodrom.fi. The appearance of severe 

rigidity may explain the increased body temperature, 

because of heat build-up by the muscles, and it may 

contribute to the rise in bo rum CPK activity, reflecting a 

risk of myoglobinuria and acute renal failure. Increased 

temperature (hyperthermia) can lead to dehydration 

and electrolyte imbalance, leaving the patient exposed 

to infections and other consequences. Laboratory 

abnormalities may include raised CPK activity and 

electrolyte abnormalities, but these are generally not 

diagnostic, since they occur in other hyperthermic con-

ditions. 

Neuroleptic, malignant syndrome without pyrexia has 

been reported (SEDA-19, 4; 20? ) , The syndrome 

shares cjitucal featured with malignant hyperthermia, 

which is gcnotically acquired, but there does not appear 

to be a common pathophysiological link between the 

two (5ED-11, 111). 

Early recognition aod prompt treatment of this severe 

extrapyramidal Syndrome, in particular immediate re-

Cognition of new rigidity, may be the best means of 

arresting its pTOjjross and preventing further complica-

tions (181*). I f there is fever, although other possible 

causcs should be investigated there should be no delay 

in instituting appropriate treatment of severe extrapy-

ramidal effects, and In particular anticholinergic treat-

meat of severe parkinsonian rigidity. There is noprovco 

Specific treatment, but immediate withdrawal of anti-

psychotic drugs is essential, followed by supportive 

therapy and intensive monitoring of respiratory, renal, 

and cardiac function. Anticholinergic agents are often 

used, but when the temperature exceeds 101°F, anticho-

linergic drugs may exacerbate fever and other treat-

ments might be preferred. I t should be remembered 

that the simultaneous withdrawal of antipsychotic and 

anticholinergic drugs can exacerbate extrapyramidal 

features and that anticholinergic drugs should if possible 

be continued for one week after the withdrawal of the 

antipsychotic drug, Carbamazepino (203°), amantadine 

(204e), dantrolene sodium (JOS'5, 206'-), and bromocrip-

tine (2Q7C) have been successfully used as empiric ther-

apy in isolated cases- I n our view, dopamine receptor 

agonists are preferred when the temperature exceeds 

101—103°P, and musclo contraction can be further al-

leviated with dantrolene or benzodiazepines (208°). 

Botulinum toxin'was used for preventing muscle coo-

tractions in one case (203°). 

After resolution of symptoms, neuroleptic drugs con 

148 

be reintroduced safely in most patients (210s), I n all 

cases the lowost effective dose of neuroleptic should be 

used, along with anticholinergic therapy or thioridazine 

which has anticholinergic effects. 

Other heuroloBical effects Myasthenia gravis caused 

by neuroleptic drugs has bcin reported (SED-11,110), 

Such cases may be due to impairment of neuromuscular 

transmission induced by neuroleptic drugs 

Endocrine, metabolic Weight gain is a common ad-

verse effect of neuroleptic drugs (SED-13,125; SEDA-

19, 53; Z i r - 2 1 3 ' , Z14c, 213°). The mechanism is 

poorly understood (SED-11, 111), although a sero-

tonergic mechanism has been proposed (216*). A. meta-

analysis of trials of antipsychotic drugs calculated the 

following mean weight (tains in kg after 10 weeks of 

treatment: clozapine, 4,5; olanzapine, 4.2; thioridazine, 

3.2; scrtindole, 2.9; chlorpromazine, 2.6} risperidone, 

2.1; haloperidoi, 1.1; fiuphenazinc, 0.43; stiprnsidone 

0.04; molindone, -0.39; placebo, -0 .74 (217c, 218°). 

In one study, excessive appetite was a more frequent 

adverse event in patients treated with olanzapine versus 

haloperidoi (24 ys 12%) (219*-). Loss of weight hus 

been observed after withdrawal of neuroleptic drugs 

(230°). 

Temperature reguIattQit Antipsychotic drugs in-

terfere with the temperature regulatory function of the 

hypothalamus, and also peripherally with the sweating 

mechanism, resulu'ng in poikilothcimy. This can result 

in either hyperthermia or hypothermia, depending on 

environmental temperature. Clozapine often causes a 

benign and transient increase in body temperature early 

in treatment (221"). 

Diabetes m&Uiius Several cases of de novo onset of 

exacerbation of existing diabetes mellitus in patients 

treated with antipsychotic drugs have been reported 

ana were not significantly eclnted to weight gain. These 

included eight cases in patients treated with clozapine 

(222e, 223") and two cases In patients treated with olan-

zapine (223°), 

Neuroendocrine effeets Neuroendocrine effects of 

neuroleptic drugs include a. rise in growth hormone, 

inappropriate A D H and prolactin secretion, and distur-

bances of sex hormones (SED-11, 111). Galactorrhea 

(SEDA-20,43) and gynecomastia can follow the rise in 

prolactin. Bisperidonc-induced galactorrhea associated 

with a raised prolactin has been reported (224®, 225°). 

A correlation botwocn sorum concentrations of neuro-

leptic drugs and prolactin has been claimcd (226°, 227"). 

However, no further rise in plasma prolactin concentra-

tion was observed with higher dosages o f huJoperidol 

(over 100 mg/day), which waa explained as being related 

to saturation of the pituitary dopamine receptors by a 

modest amount of haloperidoi (227*). A low prolactin 
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concentration during maintenance neuroleptic drVU 
treatment predicted relapse after withdrawal and it was 

suggested that serum prolactin concentration may be 

helpful In monitoring treatment (228°). Hirsutism, 

amenorrhea, and a false-positive pregnancy test asso-

ciated with neuroleptic treatment have also Deen re-

ported (SED-11, 111; 229 c , 230"). 

There is eonuem that neuroleptic drugs may increase 

the risk of breast cancer because of raised prolactin 

concentrations. For a long time, findings did not con-

firm this association ( 2 3 1 b u t a recent Danish cohort 

study of 6152 patients showed a slight increase in the 

risk o f breast cancer among schizophrenic women 

(232°). 

Sexual dysfunction Neuroleptic drug-induccd sexual 

dysfunction, including erectile and ejaculatory dysfunc-

tion and changes in the quality of orgasm and in Ubldo, 

appear to be benign sind reversible on withdrawal. Pria-

pism. although infrequent, necessitated prompt uro-

loglcal consultation and sometimes even surgical inter-

vention (233', 234*, 235") • Although Use mechanism 

involved in nouroleptic-induocd mala rtnjcuiil dysfunc-

tion is not entirely understood, it may occur at several 

levels, Including the cortex, hypothalamus, pituitary 

gland, and the gonads, e.g. gonadotrop ins and testos-

terone. Another mechanism involves the sympathetic 

and parasympathetic norroua sysLcms And may explain 

Why thioridazine and other highly anticholinergic drugs 

are mainly responsible for male sexual dysfunction, in-

cluding impotence and retrograde ejaculation (233f. 

236"). A cgso of thioridazine-induccd inhibition of fe-

male orgasm has also been reported (237"), The first 

report of spontaneous ejaculation Associated with the 

therapeutic use of antipsychotic drugs was described in 

1983 (238°). Prolonged erection has been reported with 

riapcridono (239"-"), ond retrograde ejaculation has been 

associated With clozapine (240°). One study showed a 

reduction in the strength of crecdon in schizophrenics, 

further accentuated in patients treated with neuroleptic 

drugs (SEDA-2Q. 44) 

Mineral and fluid balance Water retention and 

edema occur very rarely during treatment with antipSy 

chotie'drugs. Water intoxication has been reported dur-

ing treatment with thioridazine and may be due to its • 

pronounced anticholinergic properties and/or direct 

stimulation of the hypothalamic, thirst center (241c). 

Polyuria and polydipsia have long been associated 

with schizophrenia, and neuroleptic drugs appear to 

aggravate these symptoms, sometimes with an ac-

companying syndrome of inappropriate A D H seere-

lionTTolydipsia and hyponatremia have Been reported 

in patients treated with risperidone (242°, 243°), and 

olanzapine (244"). Therefore, at present, ears should 

be taken when treating hyponatremia patients with neu-

roleptic drugs (245c). 

In one controlled study, 12 patients who were receiv-

ing variauj antipsychotic drugs had significantly in-

creased urinary calcium and hydroxyproline concentra-

tions and rcduccd urinary alkaline phosphatase 

compared wim live controls (24(5°). The possibility of 

a reduction in bone mineralization (247°) may contri-

bute to the increased risk of hip fracture associated with 

antipsychotic drug treatment in the elderly 

Hematological Rarely-reported hematological reac-

tions to various antipsychotic drusi include agranulocy-

tosis, thrombocytopenic purpura, hemolytic anemia, 

leukopenia, and eosinophilia. These are thought to re-

present allergic or hypersensitivity reactions, since they 

are apparently not dose related, although this has been 

questioned in one detailed case report of ehlorproma-

za'nc-induced agranulocytosis (2480- Neutropenia Iras 

been reported after acute accidental ingestion of about 

1.S3 g of chlorpromazine in a 5-year-old girl (249°), 

implicating a direct toxic effect on the bone-marrow. 

The reported incidence of agranulocytosis is variable, 

tanging from 1 in 3000 to 1 in 250 000. Most cases are 

seen within the first 2 months after beginning treatment, 

but there have been a few reports in which this occurred 

only after many years. Frequent white cell counts axe 

of limited value in monitoring, since counts fall rapidly 

and abruptly- Careful attention should be given to pos-

sible early warning signo, auoh as fovcr, ooto throat! and 

adenopathy. Treatment requires immediate withdrawal 

and preventive measures against infection. Granulocyte 

colony-stimulating factor (GCSF) has been used to treat 

antipsychotic drug-induced agranulocytosis (2S0e). 

Clozapinc-induced agranulocytosis was originally 

determined to be 0.21% ir* « selected Finnish popula-

tion (SED-9, S3), and tho drue was withdrawn, only to 

be cautiously reintroduced in some countries a decade 

later, with hematological monitoring. With mandatory 

hematological monitoring by the Clozaril Patient Man-

agement System in the US, the cumulative Incidence of 

agranulocytosis was 0.8% at 1 year, and 0.9% at 1.5 

yean* of treatment, and the risk was not related to 

dosage (SEDA-18, 54; 251R). In France, tho incidences 

or agranulocytosis and neutropenia in clozapine-treatcd 

patients from December 1P91 were 0.46 and 2.1% res-

pectively (252_). Because of the unusually high inci-

dence of agranulocytosis Sn Finnish and Jewish patients 

(SEDA-20,49), an ethnic risk factor for agranulocytosis 

has been suggested. Human leukocyte antigen ( H l A ) 

B3S pheuotype was found in 83% of patients who devel-

oped agranulocytosis and in 20% of clozapine-treatad 

patients who did not develop agranulocytosis (253c). 

Gene products contained in the hnplotypc may thus 
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be involved in mediating drug toxicity. Eosinophilic 

associated With clozapine treatment has been reported 

in 13% of treated patients in a study in Australia 

. ( 23 w ) . 

Although hemotoxieUy was not observed during pre-

marketing studies of olanzapine (2.5<iCB), six cases of 

hematological reactions, including leukopenia, granulo-

cytopenia, and neutropenia, have been reported in Can-

ada Since approval of the drug in 1996 (2S5C). Agranulo-

cytosis, leukopenia, neutropenia, lymphopenia, and 

thrombocytopenia have been reported in patients 

treated with risperidone (258"—259°) 

Liver Hepatotoxicily associated with chlorproma-

zlne was noted soon after lis introduction, but is consi-

dered to be rare today. Occasional reports o f cholestatic 

jaundice with thioxanthenes and haloperidol have also 

been published (SED-9, 83; 260°). Jaundice generally 

occurs within 7A weefcs after the drug ia started and has 

many characteristics of an allergic reaction (it is not 

dose-rclatcd and is accompanied by fever, rashes, and 

eosinophils), although a direct toxic mechanism has 

also been implicated. Symptoms generally subside ra-

pidly after withdrawal, but cholestasis. may bo pro-

longed,. Hepatotoxicity may be as frequent with piperi-

dine and piperazinc phenothiouncs as1 with chlor-

promazino, despite previous suggestions that the toxi-

city of these compounds is less. There U evidence of a 

significant hepatotoxic effect of the pbenothiazines and 

in persons under age 50, but not over 50 (2<51CB'), 

Several cases Of hepatotoxicity have been reported in 

patients treated with risperidone (262"), and one case 

ot fatal liver failure has been reported with clozapine 

(263°*). 

More common are minor abnormalities in liver 

function tests with various antipsychotic drugs, and 

these appear to be dose-relatcd. Transiont asymptoma-

tic liver enzyme rises are common with clozapine 

(264c). 

Gastrointestinal Dry mouth is a commonly reported 

autonomic adverse effect of antipsychotic drugs and is 

seen more often wim drugs that have prominent Anti-

cholinergic properties, sueh as thioridazine and ehlor-

prornazinc. Dry mouth is mainly a nuisance, but its 

persistence may promote dental caries, oral moniliasis, 

and infective parotitis. When feasible, once daily ad-

ministration of antipsychotic drugs at bedtime helps to 

alleviate the problem of dry mouth. One should also 

avoid concurrent administration of other drugs with 

anticholinergic effbets. Sugarless gum or candy and fre-

quent sips of Water and/or ice chips, may help alleviate 

q dry mouth. 

In contrast, clozapine, a potent muscarinic, can cause 

nocturnal hypetssiivation (ZCiS*), which has been esti-
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mated to occur in 10% (SEDA-20, 4(1) to 23% (SEDA-

20, 49) of patients. Salivary gland swelling has been 

reported in patients treated with clozapine (SEDA-20, 49; 260°). 
Constipation is common with tho highly anticholiner-

gic antipsychotic drugs, but is easily remedied with laxa-

tives, Nevertheless, the possibility of fatal intestinal 

dilatation, although very rare, warrants careful evalu-

ation of persistent complaints of constipation, particu-

larly when vomiting, abdominal pain, distension, or 

tenderness are present (267CR), 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 necrotizing enterocolitis 

(SED-11, 112). Acute colitis is a rare gastrointestinal 

effect of antipsychotic drugs (268°). Reflux esophagltls 

has been reported in clozapine-treated patients (269") 

Urinary system Urinary retention, incontinence or 

dyguria can occasionally occur with antipsychotic druga 

that have marked anticholinergic Effects. Enuresis has 

been rarely associated with clozapine (0.23% Of pa-

tients) (SEDA-19, 54; 270"), and has been successfully 

treated with benzatropine in patients taking a variety 

of psychotropic medications (271c). 

Retroperitoneal fibrosis has been attributed to halo-

peridol; since this condition affects the kidney, it should 
be differentiated from other causes of obstructive uro-

pothy (272°) i 

Hemorrhagic cystitis has been associated with risperi-

done (273s) 

Skin and appendages Many cutaneous reactions 

have been reported with antipsychotic drugs, including 

Urticaria, abscesses after intramuscular injection, 

rashes, photosensitivity or exaggerated sunburn, con-

tact dermatitis, and melanosis or blue-gray skin dis-

coloration. Skin rashes are usually benign. Chlorproma-

zine is most often implicated (incidence 5—10%). 

Cutaneous lesions consisting of telangiectatic macules 

have been reported with thiothixene (274°). Non-

phenothiazines, such as haloperidol and loxitane, causa 

fewer urticaria) reactions. As with any other class of 

drug, paticnto may be allergic to Recipients in various 

tablet or capsule forms, or to preservatives, e.g. me-

thylparaben, in liquid dosage forms (Z75Cr), 

Chlorpromazine most orten causes photosensitivity 

reactions (incidence around 3% ) , which may result 

from formation of a cytotoxic by-product after exposure 

to ultraviolet light. Rispcridone-induced photosensiti-

vity has also been reported (276°). Patients can be ad-

vised to avoid prolonged exposure to strong indoor 

light, ds well as to wear protective clothing and to use 

a combination of para-aminobenzolc acid ana Dcnzo-
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phenone sunscreen when exposure to strong sunlight is 

unavoidable. 

Tcudc epidermal necrolysis, not previously known to 

be related to neuroleptic drugs, has been reported in 

association with chlorpromazine (27T% 

Potentially serious skin reactions are best treated by 

withdrawing the offending agciit and switching to a 

structurally unrelated antipsychotic drug, 'When the of-

fending agent is u phenothiazlne, non-phenothiozinex, 

such as haloperidoi or molindone, may bo preferable 

to the more closely related thioxanthencs. 

Skin discoloration is more common in women and 

generally occurs on the exposed parts of the body. This 

reaction may be caused by deposition of melanin-drug 

Complexes. It was commonly scan in the decade after 

the introduction of the phenothiazines, but rarely totitiy 

(275=). 

Complications at tho site of injection of depot neuro-

leptic drugs, including pain, bleeding or hematoma, 

leakage of drug from tho injection site, aeute inflamma-

tory induration, and transient nodules, have been re-

ported (SEDA-20, 43). 

Seborrheic dermatitis has been observed in patients 

receiving long-term antipsychotic drugs (SBDA-17,57), 

and this advene effect appears to bs highly associated Risk factors The contraindications to neuroleptic drug 

with drug-induced parkinsonism. rjrtf therapy include,_£gma, the presence or withdrawal of 

More serious types of SKIn reactions arc rare. but>"0 high doses o : f i thcyCN5 depressants (alcohol, barbitu-

NtsUrolcplic and antipsychotic drugs Chapter 6 

Pigmentary retinopathy, which can seriously impair 

vision, is specifically associated wllh thioridazine, and 

has occurred more often with high and prolonged dos-

age (e.g. 1200—14)00 mg/day for weeks to months) 

(279*). although in one ease the daily dose was only too 

mg (SED-11, 113)- Large-scale surveys have confirmed 

the relative safety of dosages up to 800 mg/day (38*); 

at any dosage, however, any complaint of brownish 

discoloration of vision or impaired dark adaptation re-

quires immediate evaluation. 

Various rarer ocular effects have been reported, in-

cluding oculomotor palsies, transient myopias, optic 

atrophy, blue-green blindness, and night-blindness. For 

& long time it has been suspected that neuroleptic drugs 

may increase the risk of cataract (280B). 

Musculoskeletal cjozapine-Jnduced myokymia has 

been reported (281"}; 

Immunological and hypersensitivity reactions Rare 

disorders of connective tissue resembling systemic lupus 

erythematosus have been reported with chlorproma-

zine, perphenazine, and chlorprothixcnc (282°). 

Miscellaneous Epistaxis has been reported in three 

patients With hypertension receiving thioridazine (263 

angio-cdcma, non-thromboeytopenic purpura, exfolia-

tive dermatitis, and Stevens—Johnson syndrome have 

been reported. 

Special senses Various antipsychotic drugs, particu-

larly low-dose phenothiazines and thioxanthencs, com-

monly cause blurred vision secondary to their anticholi-

nergic activity. This is primarily a nuisance, except in 

. the rare patient with closed-anglc glnucom:i. 

O f more concern are two distinct types of adverse 

effects in the eye. which may be produced by various 

antipsychotic drugs; lenticular and corneal deposits and 

pigmentary retinopathy. Deposits in the lens or cornea 

probably result from melanin-drug complex deposition 

and arc best detected by slit-lamp examination. These 

deposits arc probably dose- and time-related, since they 

generally occur Only after years of treatment- Fortu-

nately. they are in large part benign and reversible, but 

if undetected they may progress to interfere with vision. 

They are most often reported with ehlorpromazinc or 

thioridazine and can occur in association with pigmen-

tary changes in the skin. Non-phenolhiazines appear 

to have minimal propensity to cause oculocutaneous 

reactions and may be preferred when these problems 

have occurred during treatment with phenothiazines 

(SED-11, 113), although the patient should still be 

closely monitored. 

rates, narcoticsTcfc). serious hematological conditions 

(e.g. bone-marrow suppression), and a previous history 

of hypersensitivity reactions, e.g. jaundice or severe 
photosensitivity. Since neuroleptic drugs caiMfi sedi-

tion, they may impair mental or physical abilities (in-

cluding reaction times), especially during the first few 

dayis of therapy. 

Neuroleptic drugs have been prescribed for children 

in the treatment of psychotic disorders, Tourette's syn* 

drome, attention deficit disorder, hyperactivity, 

behavioral and psychiatric complications of mental rc~' 

tardation, and pervasive developmental disorders, e.g. 

infantile autism (284r, 205R) . Advorsc effects of neuro-

leptic drugs in children inuy be unpredictable and a 

suggestion that they could be » cause of sudden infant 

death remains a hypothesis (286"), Significant weight 

gain has been reported in almost 100% of ncurolcptic-

treated children, and there seems to be a relatively 

high incidcncc of extrapyramidal adverse effects (287'). 

Since there is little information regarding the pharmaco-

kinetics and pharmacodynamics of neuroleptic drugx 141 

children, careful supervision of treatment is vital; the 

use of high-dosages is inadvisable. 

Similiy principles apply when treating elderly people, 

primarily because there Is wide individual variation in 

the extent to which older people tolerate these drugs, 
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Adverse effects, such as postural hypotension and anti-
cholinergic effects, can be more problematic in the el-
derly (288™). Antipsychotic drug3 have often been asso-
ciated with increased rates of falls (SEDA-i9, 40; 
289°), Caution with neuroleptic use in old people is 
further warranted boeause several of these drugs arc 
metabolized by CYP2D6, which is inhibited by many 
commonly used drugs (SEDA-20, 44). 

Withdrawal effects Various somatic "complaints have 
been reported in patients in whom neuroleptic drugs 
are abruptly withdrawn (SEDA-20, 44). The incidence 
of these complaints varies widely in different reports, 
from 0 to 75%. Common complaints include headache, 
vomiting, nausea, diarrhea, insomnia, abdominal pain, 
rhinorrhca, and muscle aches. On rare occasions, the 
symptoms resemble those of benzodiazepine with-
drawal (appetite change, dizziness, trcmulougness, 
numbness, nightmares, a bad taste in the mouth, fever, 
sweating, vertigo, tachycardia, and anxiety), but it is 
possible that in some of the reported cases there was 
actually benzodiazepine withdrawal. Some of these 
symptoms may also have been linked to the simulta-
neous withdrawal of anticholinergic drugs (SED-51, 
113; 290°). Parkinsonism, not explained by withdrawal 
of anticholinergic drugs, has also been reported as an 
unusual withdrawal effect of neuroleptic drugs (2911-), 

Worsening of psychotic symptoms and/or dyskinetic 
movements may be seen when dosages aie lowered or 
the neuroleptic drug is withdrawn. A functional in-
crease in mesolimblo and striatal dopaminergic sensiti-
vity has been suggested as an explanation (29ZR). Psy-
chotic relapse is rarely seen in the first 2 weeKs after 
withdrawal, but physical withdrawal symptoms 
generally begin within 48 hours of the last dose (SBDA-
14, 54). Rebound psychosis or delirium or both have 
been reported with withdrawal of clozapine (293c„ 
294-). 

Abrupt clozapine withdrawal, or even dosage reduc-
tion, can result in psychosis and/or delirium (295c— 
297®). Clozapine withdrawal has also been associated 
with nausea, vomiting, diarrhea, headache, restless-
ness, agitation, and sweating (8r. 298')» which occur as 
the result of cholinergic rebound and which may 
respond to anticholinergic drugs (2S9C). The appear-
ance of delirium and the return of dyskinetic move-
ments can take place within days after clozapine with-
drawal. 

'Withdrawal emergent Syndrome has been described 
in children (286r, 287") and consists of nausea, vomiting, 

'ataxia, and dioroiform dyskinesia primarily affecting 
the extremities, trunk, and head after sudden with-
drawn! of neuroleptic drugs (300*). In one study, there 

were withdrawal symptoms in 51% of children, twice 
as many being affected by the withdrawal of low-dose, 
high-potency compounds compared with other drugs.. 
Symptoms usually apponr within a few days to 2 weeks 
after drug withdrawal) spontaneous remission is likely 
within die next 8 ^ 1 2 weeks.. The syndrome is still not. 
we)) understood 

Tumor-Inducing effcco Concern that neuroleptic 

drugs may increase the risk of breast cancer because 

of raised prolactin concentrations is discussed under 

Endocrine, metabolic.' 

Use In pregnancy There have basn recent reviews of 
neuroleptic drug use during pregnancy (301'1—303"). 
All antipsychotic agents cross the placenta and reach 
the fetUS ill potentially significant amounts. However, 
most large-scale controlled studios have shown that 
these agents can be used safely during pregnancy (38"). 
Nevertheless, there have been isolated case-reports of 
malformations (5.KD-11,114). Several instances of l imb 
reduction after the use of haloperidol during pregnancy 
suggest that it would be prudent not to use this drug 
during tho Bret trimester, the period of limb develop-
ment (3Q4C). There is also reason to argue that pre-
nataliy administered druas of this class influence the 
offspring after the drug lias been eliminated, and can 
produce behavioral teratogenicity; since neuro-
transmitter systems continue to develop long after birth, 
such drugs might influence behavior in an adverse way 
over a very long time (305*). In general, the best re-
commendation is to avoid any drug during the first 
trimester and only to uso drugs thereafter if the benefits 
to the mother and fetus outweigh any possibility of 
risk. Should an antipsychotic drug he required during 
pregnancy, one would prefer to use an agent such as 
Chlorpromazine or trifluoperazine, as there is consider-
ably more worldwide experience with these drugs than 
with newer antipsychotic drug* (38<l). However, cloza-
pine caused no serious complications or developmental 
abnormalities during pregnancy in two cases (3U(F). 

A variety of pharmacological effects can occur in tho 
infant aftor birth, particularly when tho mother has 
received these agents in the weeks before delivery. 
These include postnatal depression and acute dystonic 
reactions (which may interfere with normal delivery). 
Hypotonia may persist for months (3070 and may 
respond to diphenhydramine, S mg/kg/day. Severe rhi-
norrhea and respiratory distress in a neonate exposed 

to fluphenazJne hydrochloride pranatally has been re-
ported (308"). Neonatal jaundice, hyperbilirubinemia, 
and melanin deposits in tho eyes may be seen when 
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flier J antipsychotic drugs have bean given during tho last less frequent. complications includc paralytic ileus and 

ose, j trimester or longer during pregnancy hypothermia. Acute renal (allure has been very rarely 

UgS- reported, but is apparently reversible and may occur 

ceks Use In lactation Neuroleptic druas appear fill breast secondary to severe hypotension or other causes qftcr 

kely milk in very low concentrations, related to maternal acute ingestion (3i8 c ) . 

not '{ dosage. Typical regimens of antipsychotic drugs yield 

low or negligible concentrations (3SR, 309c). In a recent Interactions Adrenolytics Antipsychotic drugs may in-

study, breast-fed infants ingested up to 3% of the ma- tensify the offecta of o-adrenoccptoi antagonists, e.g. 

,.1C tenia! daily dose, and small amounts of the drugs were phentolamine, causing seroro hypotension (287*). 

deteeted in their plasran and urine. In addition, thrco Alcohol Alcohol-inducod CNS and respiratory dc-

n c j e r i' breost-fed infants had a fall in developmental scores pression is enhanced by antipsychotic drugs (3191), but 

from the first to the second assessment nt 12—18 enhancement may be Slight If both are used In 

months (310"). Until these Issues are further el»rified, reasonable amounts (320R). Halopciidol (but not gtilor-

it would be best to avoid breast-feeding by mothers promazine) increased blood alcohol concentrations 

'5 or who are receiving antipsychotic drugs, (321°). 

3R)- Antacids Antacids containing aluminium and mag-

'-ach Effects on rertiJity The effects of antipsychotic drugs ncsium reduce the gastrointestinal absorption of chlor-

vef. on fertility arc not well known; present data arc coi»|ro- promazine and other phenothiazines by forming coro-
I h a t ver?i!sd, often being based on animal studies, e.g. redUC- plcxes (322"). The clinical significance of this is un-

tion in male rat copulation by chlorpromazlne. HOW- known. 

* evejr, oligospermia, polyspermia, ncerospcrmia, and Anticoagulants Concurrent administration with 

reduced sperm motility have been reported with various phenothiazines may cause an increased hypoprothrom-
m c y phenothiazines and butyrophenoncy;. these are likely to bloemie effect, presumably due to enzyme competition, 

Irug improve aftor withdrawal (311*). However, haloperidoi has bean reported to lower antl-

'°P~ coagulant effectiveness through enzyme induction 

'r4f- overdosage Anrlpsychotie drugs arc often ingested in (323*). 
t h c .' accidental overdosage or suicide attempts, but mortality Antidepressants Various antipsychotic drugs inhibit 

can..-. is generally low and infrequently associated with resi- the metabolism of imipramine, nortriptyline, and ami-

dual impairment. However, imponant exceptions occur triptyline (SED-11, )14; 324). In one study, patients 

<tb, with concomitant ingestion with alcohol, tricyclic onti- taking aniitriptyline Or nortriptyline in combination 

depressants, or antiparkinsonian agents. In acute over- with perphenazine had up to 70% higher antidepressant 
r e* ! dosage of antipsychotic drugs alone, the most serious concentrations than patients talcing antidepressants 
i rB t complications include shocK, seizures, and cardiac dys- alone (325*). Fluvoxaminc increases clozapine plasma 

rhythmias. These can be more problematic when the concentrations (336c, 32T5). One fatal intcractiao due 

antipsychotic drugs are of low potency, e.g. thioridazine to Clozapine toxicity has been reported with co-inges-
i nB and Chlorpromazlne. but taken in high dosages. H o w lion of fluoxetine (328°). The mechanism is presumed 

0 9 I ever, a review Of acute loxapine overdosage also to be related to inhibition of clozapine metabolism by 
a ~ suggests a high potential for serious neurological prob- fluoxetine. Monitoring the clinical response is reeom-
l a n lems and cardiotoxicity with this high-potency drug mended for patients in whom fluoxetine has been added 

(312°). In 31 cjises of risperidone overdose (16 invol- to a stable regjmen of clozapine (326c), 

k l ving multiple drags), the major effeota were lethargy, Antihypertensive drugs Antipsychotic drugs may cn-

I tachycardia, and hypotension, with one de^th in a pa- hancc tho hypotensive action of antihypertensive drugs, 
h c tient who had also taken imipramine OW 0 1 ) - Fatal owing to their ability to produce a-adrcnoceptor block-

! a s overdoses iii which novel antipsychotic drugs were the ade. However, phenothiazines may inhibit the hypoten-

7- sole ioeestant have been reported with clozapine (314°), sivc action of guanetbidine (320*), This antagonism 

olanzapine (315°), and risperidone (316°). In ono case does not occur with molindone (323"). Combined use 

' of olanzapine overdose tho patient had ingested as of antipsychotic drugs and thiazide diuretics has rarely 

ay much as 600 mg (317°). Acute extrapyramidal reactions resulted in severe hypotension, and diuretic-induccd 

occur more often after ingestion of high-potency drugs, hypokalemia can potentiate thioridazine-induccd 

^ ' such as haloperidoi and fluphenazinc; these respond cardiotoxicity (323"). Phenothiazines reduce hepade 

. to parenteral benzatroplne, but anticholinergic drugs metabolism and thereby increase plasma concentrations 
Q» should be used judiciously, so as not to worsen peri- of propranolol (323*), In addition, in one report, a 
: n pheral or central autonomic toxicity. Other serious, but schizophrenic patient experienced delirium, tonic-clonlc 
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seizures, and photosensitivity after addition of propran-

olol to chlorpromazine, suggesting that neuroleptic drug 

concentrations are increased by propranolol (329°). 

The cardiac effects of neuroleptic drugs can be po-

tentiated by propranolol (330*). Although high dosages 

of propranolol (up to 1 g) have been used in combi-

nation with chlorpromazine to treat scftizopnrenia, the 

combination of propranolol or pindolol with thiorida-

zine or chlorpromazine should be avoided if possible 

(331''). In general, concurrent use of antipsychotic and 

antihypertensive drugs merits close patient monitoring C331R). 
Benzodiazepines Caudon has been recommended 

when starting clozapine in patients taking benzodiaze-

pines (SEDA-19, 55). Three eases of delirium asso-

ciated miih clozapine and benzodiazepines (332°) have 

been reported. There have been several reports of syn-

ergistic reactions, resulting in increased sedation and 

ataxia, when lorazepam was begun in patients already 

taking clozapine (333c), 

Bromocriptine The dopaniine-bloeking activity of 

antipsychotic drugs may antagonize the crfccts of bro-

mocripcine. Conversely, bromocriptine has been re-

ported to causo exacerbation of schisophrenic symp-

toms (3 3ic). 

Caffeine ExceS9 caffeine ean stimulate the. CNS. 

which can worsen psychosis and |hus interfere with the 

results of neuroleptic drug treatment (335"). Neurolep-

tic drugs may precipitate from solution when mixed 

with coffee or t*t« (336c), but the clinical significance 

of this interaction is unknown (337c), 

Carbamazeptne Plasma concentrations of neurolep-

tic drugs can bo lowered by carbamozcpinc, nnd po-

tion 13 should be monitored for reduced antipsychotic 

clinical efficacy (338^). 

Corticosteroids ' By reducing gastrointestinal motil-

ity, antipsychotic drugs enhance: the absorption of corti-

costeroids (aig1). 

Digoxln By reducing gastrointestinal motility, anti-

psychotic drugs increase the systemic availability of di-

goxin and other inotropic drugs and thereby increase 

the potential for toxicity (320u). 

Erythromycin Ope ease of incrcoscd clozapine 

scrum concentrations ha3 been reported with erythro-

mycin (339s). 

Hypoglycemic drugs Because phenothlazines affect 

carbohydrate metabolism, they may interfere with con-

trol of blood glucose in diabetes mellitus (222°, 319"). 

Levodopa Levodopa and antipsychotic drugs may 

interfere with the effects of each other; the patient 

should be monitored for deterioration in both parkin-

sonism and mental state. 

Lithium. Neurotoxicity has been reported in around 
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20 patients taking lithium and haloperidol; several cases 

or lilhium-thioridazinc neurotoxicity have also been re-

ported. The cause of this Interaction has not been re-

solved, but lithium seems compatibly With all antipsy-

chotic drugs, although patients should be carefully 

monitored (340tt—342K). Persistent dysarthria wlrn ap-

raxia has been reported With u combination of lithium 

uarbonntc and hoiopcridol (343c). 

Methyldopa Dementia occurred when methyldopa 

was combined with haloperidol (344c), 

Monoamine oxidase inhibitors There may be addi-

tive hypotensive effects when these drugs arc combined 

with antipsychotic drugs. 

Narcotic anplgn'/es' CNS and respiratory depression 

due to narcotic analgesics can be enhanced by antipsy-

chotic drugs (319'). 

Oral contraceptives JEstrogcn-concainlng formula-

tions may further promote neuroleptic drug-induced 

prolactin stimulation (31P'). 

Phenyloin Antipsychotic drugs can reduce pheny-

toin concentrations by inducing liver enzymes (345*), 

but occasionally serum concentrations arc increased 

(3461). Phenyloin may also reducc antipsychotic drug 

concentrations (34T"). An interaction between risperi-

done and phenytoin resulted in extrapyramidal symp-

toms (348"). 

Propranolol See under Antihypertensives. 

Qulnlcilne Concurrent administration with antipsy-

chotic drugs, particularly thioridazine, can cause myo-

cardial depression (3231). 

Sedatives and hypnotics Neuroleptic drugs increnso 

barbiturate nnd sedativc-hypnolic sleep time and respir-

atory depression. Lower dosages of barbiturates or 

other hypnotics: may be indicated in patients receiving 

antipsychotic drugs (323"). 

Smoking Smoking, common in schizophrenics 

(SEDA-20, 44), has important effects on plasms con-

centrations of neuroleptic drugs. Chlorpromazine con-

centrations Ware reduced by 36% in smoker? (349c). 

and in an analysis of a number of factore that potentially 

influence chlorpromazine concentrations, smoking may 

be second in importance only to dosage (350c). 

Sympathomimetic drugs Antipsychotic drugs may 

reduce or block the pressor effects of a-,adrenoceptor 

.agonists. When using sympathomimetic drugs with both 

a and P activity, antipsychotic blockade of a-adrcno-

ceptors may lead to unopposed fi predominance, result-

ing in severe hypotension (323"), Levarterenol or 

phenylephrine may be safer to use in patients receiving 

chlorpromazine or other antipsychotic d r u p (320'). 

Interference with diagnostic routines Alterations in 
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various laboratory Yfllucs may be the result of pharma-

cological neU'ons, such as raised blood glucose or re-

duced serum urate (2—3 days delay). One must also 

keep in mind alterations that indicate end-organ toxl- < 

city, including raised serum transaminases, alkaline 

phosphatase, or bilirubin (due to hepatic necrosis, hy-

persensitivity, or jaundice), or increased prothrombin 

time or serum cholesterol (by cholestasis, hepatic toxi-

city). 

Methodological interference has been reported be-
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(jfrjiony lUHt cuiil(»J>i ni.uifii,; ;u(lon by |)lrvh»r!IT ward it, L'lvjuin OcP<'i*<i' 
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aiWNilt'dainseiMiiurwiw.niffioii'ni uuilinriiy nirdelM:ml luwplialn) 

.iilinini.slcr|i».V('hul mpii' ilnijw to I'lulnul'f w-.-iril <><.«r |iik oUK'i-ildii imili'i' 
nnuiitr i.js iTu-^ni pi|) iMin'oniiii)! jivrrurniiiiu-c or "nipiiicdl orsuitilcnl 

U|JDII m i n i w|||i rrnvii-RV.-IMR's written eoiKH'HI; W l lN lwr , 
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MciuuriMiiliim nii-il .lumnny ;il, l!)i)!> 

M e m o r a n d u m o f d e c i s i o n i n a c t i o n f o r i n j u n c t i o n . 

Jtuft/mml Jbr i i l f t i n t l / f i . 

C'oniHH'Ucut Legal Ri.tjhte Pt-qjt'cL In*'-, f o r i.ht-

p ln in t iH 's . 

Tfiomtts-f. Ring, .Tusslstnnl sti l o n i y y 8<sner;d, a n d H>ch-

art I B/itwettthal, a t t o r ney gene ra l , f o r lht- d e f e n d a n t s . 

Maria Aruttjo-Knfin, olTu'e ol' protection and ailvo-
otu-y, (lied an uppi'tirancv tor the [Jiiqjuatr of filing it liriff 
of amicus fiifi;u> in support of tin? pliujitUFs' nioHonb' fot1 

preliminaiy and pmuantruf Injunctions. 

WAGNER. J. This is tin action lo Ot\join the suporiti-
tt'iitit'itt iUUl othor staff otnpioyws of C'edaroivst-
Regional Hospital (Odarcivat,) from udniiiitateviuK 
medication to t,ht> plaintiff, ovw Ui.s objection, for the 
trt>at.iwi\f of mi'tital illness, in nomnvit-rgenry situations. 

f TIMK I'lihllcil (lU'inu I" II"' Hi'MHiliK' Iinliirt> 1111 l.his i-iwc. 

ttr|it>Hi>r <>f -tmlli'lnl DwfeiUm* 

I 

' ' i 

. .i'1 • ! 

'!: • •. 1 

' • i : 

• • 

1 ; 
I 

•-I 

! 

' ! 

6 U 
S " d 6 b 0 S £ 9 2 : • ! :WOad m i A003-£-S3d 



0 0 ! 0 8 0 

0 . 2 / 0 3 / 2 0 0 7 SAT 17s 29 PAX 8 6 0 2 6 2 6 2 3 9 DUTCHBR 3 SOUTH 

0 0 2 2 / 0 3 8 

fj'l 44 Coj.it!. Sup. 5-3 

!>«<• c. Hunter 

•0 

The part ies have Filoil a . s t i pu l a t i on o f facts, from w h i c h 

the fo l l ow ing s u m m a r y is d r a w n . 

Since December <i, 109-1, the plaintiff has been hospi-
talized at Ccclara'eat, a facility foe the treatment of 
mental illness, operated by the state department of men-
tal health (depurl,nnrnt). The defendants, employees of 
the dopur (meat, have administered long acriug psy-
chotropic medication to the plainillT on at least three 
nonemergency occasions over his objection. with fchr 
consent of the plaintiffs conservator of the person. The 
plaintiffs eooserv-iior was appointed by lite ffartfot'd 
J'rcjbEile Court on July 29. L981X Under wliaf is now 
(.General Statutes -Jfca-tjsu, io an order thatslates that 
the pbuntifr'is it i cap able of faring fin- himself. , . by 
reason of physical and mental (liKLibilh.i08."Tiii? wclUen 
consent Of ihe conservulpr indicated that lie had ni<?t 
With the plaintiff, Ihe plainiifi"s physician and o ther 

members ut'the m-atmonr team, reviewed lilt1 plaintiffs 
written record and considered thp riiflts and benefits ol' 
tho ivindication. U indicated fnrlhet't.hat the conservator 
wns informed ol" tho likelihood and seriousness of 
adverse aide effects and h:ul considered Lhe plainliff.i 
IM-eft-rences, religious view&and prognosis wit)I or with-
(,un fhp medication. 

Thr plumiUTckiini-s that under (he provisions ol' Pub-
lit' Acts iflJKJ, No. 03-3Cy. which became effective on 
October 1, lililil. lie may m>l forcibly be medicated In 
nonemergency situations without <i heming the Pro-
bate Court to determine hisi competence to give 
informed const-nt to h-eahneiir with such dvujjs. He 
argues that in issuing tlu> U)S!) order, the Probale Conn 
appointing his conservator did uof {ntfficienCIy (.'outsider 
his compelenc© to give .such con.sent. The defendants 
argue that this law does,' not requive the Probate Court 
to pass on the specific ifisue of the plainlilTs capacity 
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Doc /'. Owner 

t o give* OA* to w i t h ho l d i n f o rmed consen t to s uch medica-

tion, a n d that they h a v e c o n f o r m e d to the requirements 

of the statute, 

Public Acts No. lOM-'i, No. P:J-;3(Jl), consists of four 
sw ions amending General Statutes 17a-!543, 17n-
541), I7a-54l and LTfi-542 sequentially, The amendments 
lo § .I7a-54;J ore the moat pertinent to the present case 
And are set forth in nine subsections. 

Subsec t i on (a.) o f 3 I Tm-R-W p r o H tk>K I luti-" (n jo put lout 

sha l l receive med i ca t i on for the t rea tmen t o f the men i a l 

i l lness o f s u c h pa t ien t w i t h o u t Hie i n f o rmed r o o w n t o f 

. -sucli pat ient , excep t in a c co rdance w i t h procedures set 

forth in s ubsec t i o n s (t>), (d ) , (e) m i d CO . . . . " 

Hnbaecttort ( h ) o f 3 L7U-543 p rov i des that "[n]o medi-

cal or surg ica l p rocedu res may be pe r f o rmed wi thou t 

thi? pa t ien i ' s wr i t ten i n f o rmed consen t " o r the wr i t ten 

consent o f a conse rva to r appo i n t ed under $ 4C>a-G5l), 

except in eert;i.in emergency s i tua t ions . 

Hubm-elion (fl) o f S l7n«f)4J3 p rov ides f o r t h e esuifolisti-

• m<rnt «>f un in terna l p r o cedu re by a men i a l heal th faci l i ty 

for l he i nvo l un t a ry med i c a t i o n oC inpatient.* in Kiiutv. 

d u n s whe re t,he " c o n d i t i o n o f tho putieiU wil l rapidly 

deioi1t)ri.ue,"svu'h med i c a t i o n be ing (invited l o a per iod 

IIOI. exceed ing thirty days . 

Subsec t i on ( r ) o f 8 ITsi-.^W provides: " I f ir is deter-

mined by the head o f t he hosp i ta l ;uui two ( inal i i led 

phys ic i ans thai a pat tcn l is i ncapab le ot'tftv'mg in formed 

consen t to med i c a t i o n tor the t rea tmen t o f such 

pat ient 's men t a l i l lness and s uch med i ca t i on is deemed 

lo he n e c e s s i t y for s u c h pat ient 's tiviil m o m , » incil ity 

may ut i l ize the p rocedu res esmb i i shed iri subsect ion 

(d) o f th is sec t i on a n d m a y app ly to the cou r t o f p roba te 

lur a p p o i n t m e n t o f a conserva tor o f the person under 

sect ion 45a-l)f7t). The conserva tor sha l l mee t wi th the 

p u t i m t a n d the phys i c i an . rev iew t he pat ien t ' s written 

-.1 
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record anil consider the risks and benefits from the 
medication, the likelihood and serioimness of adverse 
Side effects, the preferences of the patient, the patient's 
religious views, and the prognosis with and without 
abdication. After consideration of such Information, 
the conservator shall either consenr. to the patient 
receiving medication for the treatment of the patient's 
mental illness or refuse to consent to the patient receiv-
ing such medication." 

it has been argued that the consent of the conservwor 
in the present vaw la sufficient authority for the hospital 
to administer psychotropic drugs to the plain rift' over 
his objection, since 5 1 7:1-543 (a) specifically lists S 17a-
{34U (b) its an exception and § I7a-5l;l (b) on its face 
provides that "medical or surgical procedures" may be 
performed with the written consent ol" a conservator 
whp has been appointed under 8 4Ga-(i5D. 

This argument must bo rejected for the following 
Ihreo reasons. First, S L7a-5J:i (b) refers ro "medical or 
surgical procedures" only, This term falls short and 
dot's not mvludo "medication for the treatment of a 
mental illness." The phra.-ie used in both Mubssecluons 
(a) and (b) of § i7a-!>M].>rior (o ils iiinentliiieiil by Public 
Acts H>}«, No. !}:KK)i). was "medication and treatment," 
which is a much broader term Mian "medical or surgical 
procedures," but the former phrase was not retained 
in Publii- Artjj H)!);f, No. O^'XiU. Thi.-i would indicate a 
K^isitil'ivp iiilcnt not. to include I he medication l'or the 
lifni-mcrit ol" mental illness vviiiiin the term "medical or 
surgical procedures." 

Second. Iho exceptions listed in subsection (al of 
$ 1 Tu-RiL'l and set forlh in subsections (b), (d), (t>) and 
(0 of thai statute are in lite conjunctive and not in 
the disjunctive. Subsection (a) of S 17tv-54:i cminot.be 
operative with irl'erettce to S 17u-543 (b) alone, bur 
must be interpreted together will) Ihe other 3ub.-sccUon« 

1 
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of S l7a-545 particularly (d) and (e). If § 17a-543 pro-
vides for ̂ procedure I'or the appointment of a conserva-
tor under § 46a-650, and. thereafter, that conservator is 
required to meet the several conditions set forth In 
that subsection before he can validly consent to the 
Sidn.umstra.tkm to his ward of medication for mental 
illness, it Would make no sense to permit a single con-
sent under subsection (b) of S 17a-543. If this were 
sufficient, all of Subsection («0 of § 17a-543 would be 
meaningless and have no effect. 

Hurtl, if the procedure outlined in S I7a-54I3 (e) is 
mandatory on any conservator, it is obvious that in t,he 
procedure of appJying for a conservator by a facility, 
either after, or without going through the procedure of 
S 17ii-54'3 (d), fclic ward would have an o p p o r t u n i t y to 
be heard in the Probare Court on the specific question 
of whether he is able to give informed consent. Indeed, 
in a situation where the Probate Court, were to find that 

a ward was incapable of giving informed consent, the 
court's order appointing the conservator might sensibly 
include a direct reference- to the power of the conserva-
tor to givr such consent. 

Public Acts tson, No. sw^seo, does not explicitly 
address the question al issue in ('.he present ease; 
• namely, whether n pcraon ei in^jviLtor luiw given 
consent is entitled to a further proceeding ui the.Probate 
Court to address the issue of that, person's competence 
to give consent to tlie administration of psychotropic 
medication for the treatment of mental illness. The Uw-
tfuagt* of the entire public act. however, clearly estab-
lishes the right ot'a person to givt> or to withhold his 
informed consent with respect to such treatment. 

Public Acts UJO.'l, No. provides: "No patient 
shall receive ntedieution for tlie treatment of the mental 
illness of such patient without ihe informed consent, of 
such patient . . . Public Acts 19.W, JNo. 93-36!-), § 3 
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provides in relevant part: "No patient . . . shall be 
deprived of any personal, property or civil rights , . . 
unless he has been declared incompetent pursuant to 
sections 45a-644 to 45a-G62, inclusive. An/j finding of 

incoirwetencu shall spcdJicaUu stale whirfi civil or 

personal riyhls ttu> putien! Lt incompetent to exercise." 

(Etuphiisis added.) 

Recent United States Supreme Court cases have indi-
cated chat a strong due process safeguard surrounds 
the right not to have uhc's burly in vat led by unwanted 
administration of psychotropic medication in the 
absence of a finding nfnverriding.jiU5Un.ciii ion and medi-
cal appropriateness. Jtu/f/iim v. Nf'mulct, 504 U.S, 127, 

IL2S. Ct. 1810. 118 L. Ed. 2d 470 (1992); lV<i$lt~ 

inaion v, tlcnyor. 494 U.& 210, 222-23, ll() S. Cl, 10^8, 
108 L 13d. 2d 178 (li)U0). 

Tite legislative history behind Public Acts l.9U-i, No. 
!)3-3G.cJ, demonstrates a clear intention to bring due pro-
cess protection against involuntary psychotropic niedl-
c-iilion to mental patients in the light of I hese Supreme 
Court decisions. As Kenneth Marcus, the deputy com-
missioner of the state department of mental health, 
indicated: "(.'urn-ml law . . . provides thai a person 
who h:is been involuntarily committed can be medi-
cated ugttinsr hits/her will. The United Shti.es supreme 
Cotirr. . . . lias ruled that such statutes which unilater-
ally allow u state to medicate it person against his/her 
will are uncmiHtituttonul. M.B. 72SR . . . brings Con-
necticut law iitio compliance with U.S. Supreme Court 
rulings ( W u x h irifjlutl v. FAirjir-r and Riuyittn v, Ncrtidtt) 

oil involuntary medication and il provides flue process 
protections for patterns . . , Conn, JVilnr HiondluK 
Committee I(earing, Judiciary, Pi, 1), IS)!X1 SeS-S- p. :i018. 

Imu* ihe iU.'Di'cuHHUionefl reasons, the court concludes 
I hut Public Acta .190!}. Mo. »il-:M>0, permits a patienl 
objecting to iiicdtctitiou tor a mctihvl illness to have a 

0 T ' d 6 t t 3 £ 2 9 3 : C U . :W0HJ i.002-E-B3J 
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determination by the Probate Court of his ability to give 
informed consent In a procedure not instituted under 
$ I7ii-S4;3. 

The defendants are therefore restrained from med-
icating the plaintiff until he consents or has had a duly 
noticed hearing in the Probate Court resulting in a find-
ing that lie in unable to g i ve informed consent to medica-
tions for mental illness and thur his conservator has 
submitted a writing that Indicates he has followed the 
procedures set forth in ihe new subsection (t») of § 17a-
54;l. listing the steps taken, and stating that after consid-
eration of che information received, tlie conservator 

' consent* to the plaintiff receiving such iiU-dicnrion, 

Nothing in this restraining order should be inlerpre-
U-d to interfere wilh the right of the dellHtdaiilS to 
administer medications in emergency situations mulof 
§ 17u-r)4:3 (b) or in rapidly delerioraltngsiUiiitious under 
$ I7a-f>4;) (d) or in direct threat of harm situations under 
S ]7<i-'o4'-5 (f). 

WILLI AM J. LOUCA ET AU COADMINIHTUATORH 
(ESTATE OF CflEVBNNK I. LOIKA) 1ST AL. /', 

AETNA CASUALTY AND SURETY 
COMPANY ET AJUli 

Slipi'ilur I "Din I Jllllll Mil UiMNl't l)( 

MliKllraos ;il MHWIi'ltmn 

l'*ili> No ImIIHK 

lUMinilli'O' UcliiJ" lo iwnwr .iililinimtil lo-lii-liis iln<- |>J,\lllHfh miller imiii 

Hi|jV<l Iiiitll>ui)»uri't1 NltihiriM |hi)\î luliH <tl"Ibi'u ;n)r.,nii,l.il,- liubihlv |inl-

U-y »iiti itmiii'ililHriKliiiii mid wui\ (li'Ii'iulivni iiiuU-rtiwiircr uC (loComltmt 
llliMM*. whrlllCl-. for i,l' i11iiv'-tv niuliT |iull<'UK NMII'l! It} 

ilcr»>n<t!iiu>. pliimun's' ili-r I'llriil. imsscnacf in .iiiliiiiioliili- liy flelrhrtiuil 

iliilli'UllMll'i'iS liiMiriil, vviis |ii|iin'll inn! vMli'llwr miIiii'Ic 
owupli'i) uii.h ilmn-uivil ;iiiliini<i|iili': ulu-llirr iKfrmliinl tintU'iiiimmiim 
Yt.K llr ll.-dlTvnll'll .1 /|l'l »r< H)nl! Will i till .111 linilll'VS II ))!l|ll litwlM'i* 
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State v, Garcia 

remanded to the custody of the commissioner of men-
tal health was entitled to the same procedural protec-
tions, when the state petitioned for an extension of his 
term of commitment, as any other individual facing: civil 
commitment proceedings. Accordingly, because the 
government roust demonstrate by dear and convinc-
ing- evidence that an individual is mentally ill and dan-
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 acqulttee beyond his current period of 
commitment. "Although these procedural protections 
are directed to persons who are civilly committed, they 
apply as 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 . . . criminal defendants found 
not competent to stand trial. Jackson v, Indiana^ 406 
U.S. 715, 724, 92 S. Ct. 1845, S3 L . Ed. 2d 435 (1972)." 
Id,, 413. Because our provisions for; civil commitment; 
see General Statutes § 17a-498 (e);aa and for conser-

M General Statutes J t7»-"198 (c) proWdea: "Tho court ob&H wqui** tlw 
sworn certificates of ot least two impartial physicians selected by the court, 
one ot wnom snail be a practicing psychiatrist, both of vrhom shall bo licensed 
to practice medicine tn the state of Connecticut: and to have been praeti-
tlonera of medicine at least one year and HOC connected with tho hospital 
for mental Illness to which tho application h being made, nor related by 
blood or marriage to the applicant, n<sr to the hrsponJont. Such certificate 
shall indicate that they have personally examined such person withih ten 
days of such hearing1, The court shall appoint such physicians from a panel 
Of phyeiciuos and psy«liistfcri=ta prvrided by th= commissioner of mental 
health and such appointments shall be made in accordance with regulations 
to bo promulgated by the probate court administrator in accordance with 
section ABa-77. Each auch physician shall make hiB report on a separate 
form provided for Utnt purpose by tho department of mental hoslth and 
ohall answer such questions as may bo set forth on Buch form as fully and 
flompfctoly oo reasonably possible. Such form shell include, but not be limited 
to questions relating to the specific mental illnuSs alleged, whether or not 
the respondent la dangerous to himself or herself or others, whether or 
not ouch Illness lias resulted or will result in serious disruption of the respon-
dent's menial and behavioral functioning, whethor or not lioBpltal treat-

2 "d 6H3£393:OJL sWDHd U60 : ST <L003-£-83d 
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vatorship proceedings, which govern the appointment 
of a conservator of the person for an individual incapar 
ble of caring for himself or herself; see General Stat-
utes S 45a-650 (c);M require proof by clear and 
convincing evidence, we axe convinced that the state 
ought to shoulder this burden of proof when it seeks 

_ to medicate a defendant involuntarily in order to ran-

ment la bath ncccs.iavy and (tviulabls, whether or not less reatrietlve place-

ment Is recommended and aVailaila and whether or not respondent is incapa-

ble of understanding tho new! to accept the recommended treatment on 

a voluntary baaia, Any auch phycigfan ohall otatc upon the form the rtru-' 

eons for his or har opinlona. Such respondent or his or hor counsel shall 

have the right to present cvidonco and cross-examine witnesses who tes-

tify at any hearing on the application. If such respondent notifies the court 
not losm thsm thre? days before tha hearing thai he or she wishes to cross-
examine the examining physicians, the court shall order such physicians 
to appear. Tho court shall cause a recording of Che testimony of such hear-
ing to be maiic, to bo transcribed only in the eyent of an appeal from tho 
dceroe rendered hereunder. A. cojry of such transcript shall bo furnished 
without charge to any appellant; whom the court or probato finda unable 
to pay for tho name. The cast of =udr transcript shall be paid from funds 
appropriated to tha judicial deportment. If, on such hearing, tha court £nda 
by clear end convincing evidence that the parson complained of is men-
tally ill snd dangerous to himself or hersctr or others or gravely disabled, 
it ahull make an order for hie or her commitment, considering whether or 
not a loss restrictive placement is available, to a hospital for mental itinera; 
to be named in such order, there to be confined for the period of tho dura-
tion of aueh mental illnesa ar until he or she IB discharged or converted 
to voluntary status pursuant to suction 17a^50S in due courao of law, Such 
Court order Shalt further command some suitable person to convay such 
parson to mich hospital for mental illness and doliver him or her, With a 
espy of such order and of such eerdficatco, to the keeper thereof. In appoint-
injsr a person to execute such order, tha court Khali give prefercnaa to a 
near relative or friend of the mentally HI person, ao far as it deems it) prac-
ticable and judicious. Notice of any action taken by tha court shall be given 
to the respondent nnd his or her attorney, if uny, (n Buch manner «n the 
court concludes would be appropriate under the circumstances."' 

" Genem! Statutes $ 4CA-CD0 provides In relevant pan: "HEARING. 
APPOINTMENT OP COHOEHVATOR. . . . 

"(c) I f the court finda by clear nnd convincing evidence that the respon-
dent ia incapable of managing his or her affaire then the cowrt shall appoint 
a conservator of his or her eBtate. I f the court finds by clear and convinc-
ing ovidencs that tha respondent ia incapable of caring for himoclf or her-
self, then the court shall appoint a conservator at his or hor person." 

S t>0£292 : OX swcfcLd wsa=HT iees-sr-aad 
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State v. Garcia 

der him competent to stand trial-®6 See Donaldson v. District Court, 847 P.2d 632 (Colo. 1993) (recognizing 
that petitioning party must establish factors allowing 
for forced medication by clear and convincing evidence). 

IV 

The defendant also claims that a guardian or special 
public defender should have been appointed by the trial 
court to represent his medical interests. We agree that 
a defendant's medical 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 moat circumstances, a defendant who ia 
incompetent to gtand trial also will be incompetent 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, barring the unusual 
circumstance in which a trial court finds that a defend-
ant, although incompetent to stand trial, ia competent 
to make his own health care decisions, the trial court 
should appoint a health care guardian to represent the 
defendant's health care interests to the court.00 On 

Although the Supreme Court did not explicitly adopt a BVmdmrd of proof 
for hcarmgn concerning' tha involuntary medication of a Criminal defend-
ant in fliggitv) v. Nevada, supra, 604 U.S. 136-38, it did cite to Addingtun. 
v. Tcxaa, tmpra, 441 U.S. 418. for tho proposition that tha duo progess oWuo 
allows for tho civil commitment of Individuals shown by clear and convinc-
ins evidence to bo mentally ill and dangerous. In light of the mjrniHcant 
liberty InCenrat at stake in a hearing on forced medication, due process 
requires no lighter burden oil the state in this context. 

" Bccaubo wa arc nob confident that; the appointment of a health care 
guardian is Required by applicable due pracoua principles, but boeousc wc 
are nonetheless convinced of the wisdom of such an appointment in wi appro-
priate case, we ranch this determination on tho basis of our supervisory 
powers over matters of criminal juBtico, rathor than under* the federal duo 
proccsa clause. We note, however, that our son elusion is supported by con-
stitutional considerations as to how to givo proper deference to the medi-
tiJ dwciBicma of a pcruon not competent to make auch decisions on Ms own; 
mo Woodland v. Angus, supra, S20 F, Sup. 1S1S-1B; and by otatc Inw provid-
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charged with his protection must seek a 
judicial determination of substituted judg-

ment. No medical expertise is required in. 

such an inquiry, although medical advice 

a nd ' opinion is to be used for the 9ame 

purposes and sought to the same extent 

that the Incompetent individual would, If he 

Were competent. We emphasize that the 

determination ia not what is mcdlcally in 

the ward's beat interacts—a determination 

better loft to those with extensive medical 

training and experience, Th« determina-

tion of what the incompetent individual 

would do if competent will probe the incom-

petent individual's value3 and preferences, 

and such an inquiry, in a case involving 

antipsychotic drugs, is beat made in courts 

of competent jurisdiction. 

There is no bright Une dividing those 

decisions which are (and ought to be) made 

by a guardian, from those for which a judi-

cial determination ia necessary. The ten-

sion which makes auch a linvs so difficult to 

draw is sppnfSDt. There is an obvious need 

for broad,' flexible, nnd responsive guardi-

anship powers, but simultaneously there is n 

need to avoid the serious consequences ac-

companying a well-intentioned but mistak-

en exorcise of those powers in making cer-

tain medical treatment decisions. 

W e have recently identified the factors to 

he token into account In deciding when 

there must be a court order with respect to 

medical treatment of an incompetent pa-

tient. "Among thorn are at liiast tha fol-

lowing: the extent of impairment of the 

patient's mental faculties, whether the 08-

!L Mass.Adv.Sh. (1980) at I21S-I217. 

10. The doctors who testified in the proeacdinij* 
below used the terms psychotropic ("acting on 
the mind") and antlpsycnottc ("tending to al-
leviate psychosis or osyehotk status") inter-
changeably. Webster's New Collegiate Dic-
tionary, at SO, 924 (I97B).. Th»-distinction be-
tween the two terms has been subject to confu-
sion tn «he past. Soft Rafters II. svpra at 0S3 
n.l. The specific drugs recommended In this 
case. Prolixin (flupbcnaziwO and Haldol (halo-
peridol), arc both classed as ''major tranquiliz-
ers" or "neuroleptics." Plotkin. Limiting me 
Therapeutic Orgy; Mental Patients' Right to 
Refuse Treatment. 72 Nw.U.L.Rev. 461. <74 
n.75 and n.77 (1877). Seo generally Physicians' 

tiunt is in the custody of a State institution, 

the prognosis without the proposed treat-

ment, Che prognosis with the proposed 

treatment, the complexity, risk and novelty 

of the proposed treatment, its possible side 

effccta, the patient's level of understanding 

and probable reaction, the urgency of deci-

sion, the consent of the patient, spouse, or 

guardian, the good faith of those who par-

tlcipate in the decision, the clarity of pro-

fessional opinion as to what is good medical 

practice, the interests of third persons, and 
the administrative requirements of any in-

stitution in.volvttd.'" Mailer of Spring, su-

pra at 405 N-B-Zd l i s . Without 

intending to indicate the relative impor-

tance of these and other factors in all cases, 

It in appropriate to identify oomc ot these 

factora which ore weighty considerations in 

this particular cose. They are: (1) the irt-

trusiveneiis of the proposed treatment, (2) 

the possibility of adverse side effects, (3) 

the absence of an emergency, (4) the nature 

and extent of prior judicial involvement, 

and (5) the likelihood oT conflicting Inter-

ests. 

(1) Tho intrunivnnrnm of the purposed 

treatment. We eun identify few legitimate 

medical procedures which arc more intru-

sive, thun this forcible injection of antipsy-

chotic medication," " I n general, the drugs 

influence ohejnical transmissions to the 

brain, affecting both uctivatory nnd inhibi-

tory functions. Because the drugs' purpose 

is to reduce the level of psyoholic thinking, 

it is virtually undisputed thftt they are 

mind-aUoeing." Roger* f, sUpril at 1360. A 

single injection of Haldol, one of the anti-

DISSK Reference i n s - m a , 1728-1733 (3Sth 
ed. 1981). Thuir u<e is characterized by "(I) 
marked Sedation. wnnoui sleep: (2) n/fcct[»5-
ness in the most Intensely agitated and excited 
patient; (3) prvyrcssivc disappearance ot 
symptoms in acute and chronic psychoses: (4) 
extra-pyramidal reaction: and (5) subcortical 
slto of action." PloOtin. jwpra at 47-) n.75. We 
refer io these drugs as "antipsychotic" drugs. 
"h mora gonerally accepted and less confusing 
designation than other terminology," Ameri-
can College of Neuropsychopharmacolocy-
Food and Drug Administration Task Force. 
Neurologic Syndromes Associated with Anti-
psychotic Drug Use, 289 New England J. Med. 
20. 20 (1973). 
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GUARDIANSHIP 
i, Mqg*., 

psychotic drugs proposed in this case? a n bff 

effective for ten to fourteen davs. The 

di"tigs are powerful enough to immobilize 

mind ».nd body, Becauao of both the pro-

found effect that these drugs have on the 

thought processes of an individual and the 

well-eaublished liicelihood of severe and ir-

reversible adverse side effoets, see Port I I 

A(2) infra, we treat these drugs in the same 

manner we would treat psychosurgery or 

electroconvulsive therapy. Compare Plot-

kin, Limit ing the Therapeutic Orgy: Men-

tal Patients' Right to Refuse Treatment, 72 

Nw.U.L.R/jv. 461, 466-471 (1977), with id. at 

474-479. Additionally, "clinicians have en-

countered jjreu.1 difficulty in scientifically 

predicting a particular individual's response 

to a particular drug, and iho results fre-

quently uppciir paradoxical or Idiosyncrat-

ic." Id. (lt 474—17S. The record in this case 

indlcntaa that if the drugd were mistakenly 

administered to a nonpsyehotie individual, 

then that individual might Vlwvijicip a. "toxic 

psychosis/' eausitie him to suffor symptoms 

of psychosis. Whilo the actual physical in-

vasion involved in the administration of 

these drug? amounts to no more than an 

injection, the impact of the chemicals upon 

the brain is sufficient to undermine thy 

foundations of personality. 

Whilo antipsychotic drugs can actually 

lesiftcn the amount li-nd intensity of poychot-' 

ie thinking, among tha moat important rca-

sona Tor Lheir continued use is to control 

111 The obvious potential for misuse of thusif 
drugs provides an additional reason to require 
Judicial approval prior to the Forcible use of 
antipsychotic drugs upqn Incompetent individu-als. Another court. whi<h in the Dast hw not 
required court orders regarding the termination 
of life Support equipment. now requires a court 
order before administration of treatment which 
haa Deon "subject to abuse In rhe dhsi." In re 
Grady. 85 N,J. 233, 252, 426 A,2d 467, 475 

Compare /n ro Quirt/,in. 70 N J . 10.3S5 
€47, cert, denied sub nam. Gargor v. New 

Jersey, 429 U.S. 922, 37 S.Ct. 319. SO LEd.2d 
280 (I07S), with In rf Crndy, supra, Commen-
tators ana courts nave identified abuses of an-
tipsychotic medication by thass claiming to act 
In nn incompetent's bast Interests, See Plotkin. 
SUpra : BaldcsAarini St Lipinski, Risks vs. R«n t£ -
nt.i of Antipsycnotic Drugs, 2as N w England 
J. Med. 427 (1973); Comment, Advances in 
Mental Health: A Case for the Right to Refuse 

iiyliaviuj.u—PIHtlein, supra a t 478. "[T]heoc 

drugs have been intentionally used for disci-

plinary purposes, and they have been unin-

tentionally misused as a result of either 

ignorance or inadequate resources. While 

psychotropic drugs may play a significant 

role in the treatment of psychiatric disor-

ders,. there is no wjadom in permitting their 

continued indiscriminate use upon uneon-

senting persona or upon persons who are 

uninformed as to their potential conse-

quences." Id. at 478-479. 
(2) The poueibility «t adverse side effects. 

Although, as we establish above, tho intend-

ed affects of antipsychotic. drUga are ex-

treme, their unintended effects are fre-

quently devantaLing and often irreversible, 

The adverse aide effects accompanying ad-

ministration or antipsychotic drugs have 

been known 3inet! the late ISSO's, Bsldea-

sarini & Lapinski, Risks vs. Benefits of An-

tipsychotic Drugs, 289 New England J-

Med. 427,428 (1373]. " '[T]oxic' effects reg-

ularly accompany tho use of antipsychotic 

drugs to ameliorate schizophrenic symp-

toms. The most common results are the 

temporary, nnuacular aide effects (extra-py-

ramidal sympLoirus) which disappear whon 

the drug Is turminjiledl dyatonie reactions 

(muscle spasms, especially in the eyes, neck, 

face, and arms; irregular flexing, writhing 

or grimacing: movements: protrusion of the 

tongue); akathesiu (inability to stay still, 

restlessness, agitation); and Parkinsonisms 

Treatment. 48 Tempi.! L.Q, 334, 304 (1875). See also Mackey i\ frocunicr. 477 F,2d 877 
(9th Clr. 1873): Rennie v. Klein. 47fl P.Supp. 
1234 (O.N.J,1973); feno v, New York Slate 
D)tor Youth, 4 1 0 F - S u p p , S O S , 2 0 7 ( S . D . N . V . J376V, rtetsan v. Heyne. 335 F.5UD0. 451, 453 (ND.lnd.l972), a/fd 491 F.3U 333 (7th Clr.). ocrt- denied, 417 U.5. 976. 94 S.Ct. 3IB3. 41 LEd.2d 1146 (1974). The Supreme Court ot New Jersey reasoned that a court "must ensure that the law does not Hllow aousa to continue." In re Grady, SUpro. We agree. The power of the State—and those empowered to act dy tne Slate—tD administer mind-altering medication mutt be carefully cir-eismscrlDcd by guidelines and closely scruti-nised for abuse, "Whatever powers the Con-stitution has granted our government. Involun-tary mind control Is not one ot them, absent tortrnordlnarv circumstances." Rogers I. Supra at 1367. 
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(mask-like face, drooling, muscle stiffness 

and rigidity, shuff l ing gait, Lr=rnoni), Ad-

ditionally, there sire numerous other non-

muscular dffeets, including drowsiness, 

Weakness, weight gain, dizziness, fainting, 

low blood pressure, dry mouth, blurred vi-

sion. loss of sexual desire, frigidity, apathy, 

depression, constipation, diarrhea, end 

changes in the blood. Infrequent, but seri-

ous, nonmuacular aide effects, such on skin 

raah and skin discoloration, ocular changes, 

cardiovascular changes, and Occasionally, 

sudden death, have also been documented. 

"Tho moat serious threat phunothiazincs 

[one type of antipsychotic drug] poie to a 

patient's health is a- condition known as 

tardive dyskinesia. This effect went unrec-

ognized for years because Its symptoms are 

often not,manifested until late in the course 

of treatment, sometimes appearing- after 

discontinuation of the drug causing the con-

dition. Tardive dyskinesia is characterized 

by involuntary muscle movements, often in 

the oral region. The associated rhythmic 

movements of the lips and tongue (often 

mimicking normal chewing, blowing, or 

licking motions) may tie grotesque and so-

cially objectionable, resulting in considera-

ble shame and embarrnssmcnt to the victim 

and hia or her family. Additionally, hyper-

trophy ,.f the ton/fue and ulcerations of the 

mouth may occur, speech may become in-

comprehensible, and, in extreme cases, 

swallowing and breathing may become dif< 

ficulU To date, tardive dyskinesia haa re-

sisted curative efforts, and its disabling 

manifestations persist for years. 

"There is little doubt that prolonged ad-

ministration of psychoactive drugs plays a 

major role in the development of tardive 

dyskinesia, individual susceptibility to the 

condition depends upon a variety Of factors 

including increasing1 age. sex. and the exist-

ence of organic brain syndromes" (footnotes 

omitted). Plotkin, supm at 475-477. Com-

mentators nnd courts have found that an-

12. W e admit, the possibility a n d express the 
hope that ruture medical advances may pro-
duce antipsychotic drugs free from the severe 
adverse side errects wo nave oescrlBed above, 
At the anme time, It must bp noted that the 
intended effect of the medication—to alter 

tipaychotic drug* are high-risk t rea tmen t " 

"Tardive dyskinesia ia the most important 

complication of long-term neuroleptic use. 

What was initially thought to be a rare 

clinical curiosity has become a significant 

public health hazard," Jeste & Wyatt 

Chanirine Epidemiology of Tardive Dys-

kinesia; An Overview, I8S Am.J.Psych. 297, 

297 (1981). "[T]he risks of iatrogenieaily 

produced chronic ncurologic disability arc 

alarming." Baldesaarini & Lipinski, supra 

at 428. See generally Jesto & Wyafct, su-

pra ; American College of Neuropsyeho-

phwmtxcoJbgy-Food and Drug Administra-

tion Task Force, Neurologic Syndromes As-

sociated with AnupsychoLie-Drug Use, 269 

New England J . Mud. 20 (1973); Crane, 

Tardive Dyskinesia in Patients Treated 

with Major Neuroleptics: A Review of the 

Literature, 124 AmJ.Psych. 40 (Feb- Supp. 

1968). Seo also Scott v. Plunte, 532 F-2d 

939, 945 n-8 (8d Cir. 1976); Rogers J, supra 

at 1360: Rennie v. Klein, 462 F.Supp. 1131, 

1136-1138 (D.N.J.1978); In re Boyd, 403 

A.Zd 744, 752 (D.O.App.1979). 

(3) The absence of on emergency. The 

evidence presented in the proceedings below 

makes it quite clear that the probate judge 

was not presented with a situation which 

could accurately be described aa an emer-

gency. We accept the dictionary definition 

of "emergency": "an unforeseen combina-

tion of circumstances or tho resulting state 

that calls for immediate action." Webster's 

Third New Inl ' l Dictionary, at 741 (1981). 

Medical evidence showed that the ward ap-

parently had been schizophrenic for four 

ycara, without more than slight or tempo-

rary improvement, and that without treat-

ment his mental health could deteriorate. 

Expert testimony indicated that the prog, 

oasis for most individuals with untreated 

schizophrenia was "gradual worsening." In 

an attempt to elicit an individual prognosis, 

counsel for the guardian posed a significant 

question to the expert. "[I]o there a point 

mental proEeases—by definition cannot be 
eliminated from those drugs we have described 
as "antipsychotic," Nevertheless, we do not 
foreclose reconsideration or these issues wnen 
nnd if It can bo «hou>n thai the characteristics 

of antipsychotic drugs have changed. 

ST "D 6fr0S39SsO1 sWOtid bST ' 2 1 i 0 0 5 - £ - a 3 d 
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Opinion uf clie Cuui'f 

written, the Policy requires that the decision whether to 
medicate an inmate against hitt Yrill be made by a hearing 
committee composed of a psychiatrist, £t psychologist, and the 
Center's Associate Superintendent. None of the cunimittce 
members may bo involved, nfc the time of the hearing, in the 
inmate's treatment or diagnoses: membei-s are not disquali-
fied from sitting on the committee, however, if they have 
treated or diagnosed the inmate in the past. The commit-
ter's decision is. subject to review by the Superintendent; if 
the inmate so desires, he may seek judicial review of the deci-
sion in ft state court. See fiirjx-u, at 210. Respondent con-
tend" that only a court .should make the decision to medicate 

no inmate against his will. 
The procedural protections required by the Due Process 

Clause must bo determined with reference to the right? antl 
interests? ut stake in the particular case, Mwiiweij v. 
Breiver, 408 U. S. 471, 4H1 (1«72>; Vcn t t , 451) U. at 472; 
Green hnltz v . Xebraaka Penal Imnoti'H. 4-1-2 U . S . 1, 12 

Oi)7!)). The factor* that pulde UM are well established. 

•'tTiuler Matlieiro v. Gldriilgr. -{24 U. 8. 319. 335 (107B), we 
consider the private interests at stake in a governmental de-
cision, the governmental interests involved, and the* value of 
procedural requirements in determining what process is due 
under the Fourteenth Amendment," Hrtcill, iiiipru, at 473. 

Respondent's interest in avoiding the unvvariimtfcd admin-
istration yf antipsychotic th'tya* i»s not insubstantial, The 
forcible injection of medication into a iinnconsentjng person's 
body represents a substantial interference with that person's 
liberty. C f . Whixtnn v. Leu, 470 U. S. 753 {15)M5l; Sclnneiiier 

v, Ciili/uriiJa, U , S>\ 7G7, 772 fi9t>(>). T in* purpose or the 
drugs is to alter the chemical balance in a patient's brain, 
leading to changes, intended to be beneficial, in his or her 
cognitive processes. See n. 1, nit/mi. Whil<# the therapeu-
rie benefits of antipsychotic drug* are well documented, it 
Is also true that the druys cam have serious, even fatal, side 
ett'oety. ()ne such side effect identified by the trial court 
if acute dystonia, u severe involuntary "pa^m of tho upper 

•f ' M 
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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 (motor restlessness, often characterized by an in-
ability to sit still); neuroleptic malignant syndrome (a rela-
tively rare condition which can lead to death from caxtliac 
dysfunction); and tardive dyskinesia, perhaps the most dis-
cussed side effect of antipsychotic drugs. See Finding of 
Fttcfc £>, App. to Pet. for Cert. B-7; Brief for American Psy-
chological Association as Amiens Curiae 6-9. Tardive dys-
kinesia is a neurological disorder, irreversible in some cases, 
that is characterized by involuntary, uncontrollable move-
ments of various muscles, especially around the face. See 
Mil In, 467 U. &, at 298, n. 1. The State, respondent, and 
cnnici whnrpiy disagree about the frequency wich which tar-
dive dyskinesia occurs. its severity, and the medieul profes-
sion's ability to treat, um?at, or reverse the condition. A 
fair reudinH" of the eviilsnoe, however, sugseatii that the pro-
p o r t i o n of patients treated w i t h antipsychotic drugs who ex-
hibit the symptoms of tardive dyskinesia ranges from 10% to 
26%. According to the American Psychiatric A^uciation. 
studies of the condition indicate that Of titt'divc: dys-
kinesia is mild or minimal in effect, unci ubout lOCt, may be 
characterized as severe. Brief for American Psychiatric 
Association et al, as Amici Curiae 14-16, and n. 12; see 
also Brief tor American Psychological Association as* Amiens 
Curiae 

'-.ICSTICK S'l'KVKMS i* oi>iiot-nii/il with 'Mfrvvunfcfliiiil tllv wuWi-ity of 

these iii-u^x." See i m t , nt 2Sa, n. ."5. At< mil' diwuxsinn in the test imli-

cnte*, we ar t well aware of thy siily pneucs and rink* prpsenteil ny these 

drugs; we UIKU i i ir well avvm-e ol' thr difLijjfn: lament* in the nu'ilieul profes-

sion « v w tlit> frvt|uvncy, »i'vci'lty, uml pri-mimeni'v <)f thvsc tmlc el'fc-ctn. 

W o hsive su.'t Forth u fail- H*sy<i!=moiH uT tha cui-rent dttite of morii&il knowl-

edge iiliuut thorfL' drugs. 

W'h.N J i STu'K STPJVH-.NK "discuunLfsJ" i»'t> tin* hwiufiLS ul' (liH.si; ilnur-. 

unil the rIcfc>L-nct? that if owed to mtrdiciil pvolc-ttaioililln Who have the full 
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210 Opinion of STEVJBNS. J . 

concerned, the inmate, the institution, its staff, the physi-
cian, and the State itself. Gf. Zlmrmon v. Burck, ante, 
p. IIS. It is a step that should not be avoided or neglected 
when significant indications of incompetency are present. 

JUSTICE STEVENS, w i t h w h o m JUSTICE BHENNAN and 

JUSTICE MARSHALL join, concurring in part and dissenting 
in part. 

While I join the Court's explanation of why this case is not 
moot, I disagree with its evaluation of the merits. The 
Court has undervalued respondent's liberty interest; has mis-
read the Washington involuntary medication Policy and mis-
applied our decision in Turner v. Safley, 482 IT. S. 78 (1987); 
and has concluded that a mock trial before an institutionally 
biased tribunal constitutes "due process of law." Bach of 
these errors merits separate discussion. 

1 

The Court acknowledges that under the Fourteenth 
Amendment "'respondent po^sessaa a significant liberty in-
tereyfc In avoiding tho unwanted administration oF antipsy-
chotic drugs," ante, at 221, but then virtually ignores the sev-
eral dimensions of that liberty. They are both physical and 
intellectual. Every violation of a person's bodily integrity is 
an invasion of his or her liberty. The invasion is pai-tlcuiarly 
intrusive if it creates a substantial risk of permanent injury 
and premature death.' Moreover, any such action is de-
grading ifit overrides a competent person's choice to reject a 
specific form of medical treatment.2 And when the purpose 

' Cf.. <>> I/-. \Vi\utt0H v. Le". 470 l ' , S, TiVi nflrifjl (surgery); Yonnglmy v. 
R o n w , 457 u . y. 307 (1082) (use of physical "soft" restraints Tor thp arms 
and "rmiffe" for bawls), 

-See .anus v. Run?™. 45T U. S. 2.11. 2!W, h. S33. n, IB U282) (fec-
ognizing common-law battery for unauthorized touching^ by a physician 
ami assuming liberty ilitei-cgt» urc implicated by invuluntury wlmijiiotrn-
cion of psyehotropia drugs); UniUnl Stalen v. Stanley, *IS3 U. S. 669, 710 
<1!)87) (O'CONNOR, J. , concurring in |xux unci dissenting In part) (the Con-
stitution's promise of due process of law guarantees at least compensation 

% 
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or effect of forced drugging- ia to alter the will and the mind of 
the subject, it constitutes a deprivation of liberty in the moat 
literal and fundamental sense. 

"The makers of our Constitution undertook to secure 
conditions favorable to the pursuit of happiness. They 
recognized the significance of man's spiritual nature, of 
his feelings and of his intellect. They knew that only a 
pju-t of the pain, pleasure and satisfactions of life are to 
be found in material things. They suught to protect 
Americans in their beliefs, their thoughts, their emo-
tions and their sensations. They conferred, as agaihst 
the Government, the right to be let alone—the most 
comprehensive of rights and the right most valued by 
civilized men." Olmntead v. United Staten, 277 U. S, 
4:5a. (lf)2S) (Brancleis, J , , dissenting). 

The liberty of citizens to resist the administration of mind al-
tering drugs arises t'rom our Nation's most basic values.' 

for violations* of tha principle sUitwl by lh<s Nuremberg Military Tribunals 

"that the 'voluntary cunsent of the human subject in absolutely essential 

. . , to sntisfy mural. ethicul und Ivgal c^nccpts'"); £>vr v. Holtun, -1L0 U- 8. 

17S1, 213 (10731 (Dougltw, J . , coneiH'i'injil Ithtt Foui'tv^nLh Ahmndmenb pro-

tects the "freedom to care for one's health anil person" (emplwais deleted)!. 

Harper was not udjudift'd Itiwtne or inimmiit-tfcnc. 1 it) Wash, zd «73, 3S2, 

T.l!) f . 2tl 9(>1 IISWHfO. 

'HKC abu Sutitleii v. Cleni ffkc, »94 It. fci. G57, fi«B (UK>S) ("Our whole con-

Mtitutionul her i tup} rebels «t tll« thought of giving (rovel'nnwnt tha power 

ti> control mpn'» minds"). 

" r t w ohliirutovy tML HelKlnlti signatory states not Jiwnipulaw Hie inititls 

of their citizens; that they not step between u man and hi" enweienue or his 

God: Nnd thnt they wit prevent hh< IhtJUfjhtrt from finding esprifKSion 

thnmgh peaceful action. We arc all ytUntldly aWitl'y, furthermore. that 

Kiivei'iimc-nU which systematical)*' lUsrejrai'd the rights al' their own people 

are not liKeiy to t-espect the rights or other nations und other people." 

Mpiirlmrs mi Abuse nf Psychiatry in the Soviet Union before the Sub-

committi 'f on Hiliiiun Rights nnd Intormttionul Oi'tfanbutton? of thy Huuae 

Cuinmittec im Foreign Afiinrn. n»th Cim^., LatSeas.. 106 (19831 iRemaurks 

by &ln.\ Kstmpylrhiin. Chan- or the V. S. Deiejnicion. to the Plenary Session 

of the Commiwlon on Security oral Cooperation in Europe). 

6 T ' d 6bJ2£H9H: DJ. :WOibl yj.Tt3T <L002-£-aHJ 
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The record of on'c of Walter Harper's involuntary medi-
cation hearings at the Special Offense Center (SOC) notes: 
•'Inmate Harper stated he would rather die th[a]n take medi-
cation. 'M That Harper would be so opposed to taking psy-
chotropic drugs is not surprising: lis the Court acknowledges, 
these drugs both "alter the chemical balance in a patient's 
brain" and can cause irreversible and fatal side effects/ 

> Lodging filed by Kenneth O. Eikenberry, Attorney General of Wai-li-

ingeon (kureimifter Lodginij:), BookS, Jan. S, I0S4, Hpuring (Hai-pur fccBli-

fled; "Well oil you wont lo do is medicate mo and you've been medicating 

m e . . . . Haldol parylLvJzed my rijrht side of my b o d y . , . . IY|ou are burning 

m<? out of my life , . . [Yfcui iu-O burning nir out of my freedom"). 

The Lodging includes "books" of discovery material that the piu-tien stip-

ulated "oouid be considered by the (Trail) Court as substantive evidence 

and tin? [Trial] c o u r t . . . considered thwe document*). ~ App. to Pet. for 

Cei t. B- l . They are hereinafter referred to by Book number and the tlute 

of the entry, where applicable. 1 use tlie Lodnii>£ not to "cngajie la a 

debute" over the a*)86i<mne»iL of HaeperV treatment, ante, at 22b, n. 11, but 

»imply to illustrate thu biHintlni'lwM oF t'vliey 600.30 In operation. 

With', at 229. The Court relit1* heavily on the Rrief for American P«y-

chiutric iWociat ion et ai. as Am/ci Ctimu> (Psychiatrist*" Brivfl, seti (t«(C. 

uC 2M, 22(i, wild n. 9, U27, and n. 10, a id , to discount llur severity of thf»e 

ili'Ugv1. However, medicill finding*- diacuuMtid in other brieiii Miipporfc tlie 

conclusions of the Wiwhington Supreme Court anil ehallenjjf tho reliability 

of the Psychiatrist*' Brivr. r o r fxampit-. tlie Ui'iyr for American Psycho-

lu^ic;il Association Amii-ii" Cnrlnf (PnyuhiiloglAt*' Ftriof; points oUC thar 

the observation of tardive dywltinesm has been increasing "at an ulurmilltf 

rate" ptnee the 10uO-lH7U drttu roliod on by the Psychiatrists' Brief W-16, 

and tbat "the eiuoicc ot' xuJXecinpr thin potentially devastating dlvord^r in 

iri'euter than one it) four." Psychologist:?' Brief 8. See also Brief for 

Coalition for Fundamental Rights "ml Ei|UiiliCy ntl Ex-Patient* ax Amkux 
Citrine W-»UJ (court Hiuliilgh uiiil rumnt literature un w litis <rff<;<;t«); Brief for 

National Association of Protection ami Advuuucy System* et al. asi Awici 

C'trrar T-ifi (samti). PsychlatrwLs aleo may not be entirely disinterested 

expert*, Thu psychologists charge: "As a psychiatrist has written, '{1 liti-

gation from puti«ntt< »uff«rioj£ from TO f tardive dysliiuesial is, expected to 

explode within the next live yuan*. Some psyehintriutsi and other physi-

cians continue to minimize the neriuusuewH of TD . . . [iK«pit«| continual 

uui 'mann. '" VaycholwjtiVts' Brifcf4 (quotha; R . Simon, Clinical Psychiatry 

and tho Law 7-1 (UW7)). 

I'll 

I I 

•J 
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The prolixin injections that Harper was receiving at the time 
of his statement exemplify the mbrusiveneyg of psychotropic 
chugs on a person's body and mind. Prolixin acts "at all lev-
els of tha central nervous system as well as on multiple organ 
systems,'"'' I t can induce catatonic-like states, alter electro-
encephalogvaphic tracings, and cause swelling of the brain. 
Adverse reactions include drowsiness, excitement, restless-
ness, bjaurre dreams, hypertension, nausea, vomiting, loss of 
appetite, salivation, dry mouth, perspiration, headache, con-
stipation. blurred vision, impotency. eczema, jaundice, trem-
ors, and muscle spasms. As with all psychotropic drugs, 
prolixin may cause tardive dyskinesia, an often irrevensible 
.syndrome of uncontrollable movements that can prevent a 
person from exercising basic functions such as driving an 
automobile, and neuroleptic malignant .syndrome, which ia 

fatal for those who suffer from it.r Tho rislc of side ef-
fects increases over time." 

The Washington Supreme Court properly equated the in-
trussivanesa of th is mind-altering drug' treatment with elec-
troconvulsive t h e r a p y or psychosurgery. It agreed with the 
Supreme Judicial Court of Maiwachusetts' determination that 
tljo drugs have a "'profound effect'" on a person's ""thought, 

• p'lH'Hici,-Ill's R(i.f.Mv)v.'C lii;ts> MM t̂l I!W!D. 
W.. at IB-JO: Trial Court Wilding )1, App. to Pvt. foe I'si-t. B-7 t'> B-«; 

HUM? A uaxu'i', Neuroleptic jvhilljtfiaitt Syndrome, 313 New England J . 
Mw|. KiM-ltM ( i , 

' Ph,vcicinn'n Desk Reference, xti/tm, nt IGHH. Harper voluntarily cook 
psvehntmpio tlrujjs for MX, yaaLM btl'ur? jnt'oliintin-y mfilii-iUiun begmn ill 
JLW>2, by which tinir In* hull already exhibited ilywemiia nn-uttf muKtltf 
>p«Miisl and itkuthesia (phyfitml-emutiomil mntntiou). E- </•, Lod(rin(t. 
IJui.U 2. .May 1086. Aujt, -I, see al.»o Tried Court finilin/ia 11-10. 
App. to Pet. fur C m . B-7 to fi-S. Atthnuirh avoidance ol'akathwiu and 
the I'islt of tardive il,v<ki,w.»an rei|uii-a >-<?,luetion or (Ikuvntihimnce of 
pxycboornpiCii, ibhl.. Harper's involuntary medication was continuous! from 
N'nvf-niber I9f2 to -Ame UI8H, exccpt for one month tu>ene al "WaahinKton 
^cut.- Uet'oi-nniCury. ftunk X; Trial Court Fhiillnjp* -1-0, 3, App. 

In fe l . fov Ctai'i. B—I to R-H. 

0 0 3 7 / 0 3 8 
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processes'" and a " 'well-established likelihood of severe and 
irreversible adverse side effects,'" and that they therefore 
should be treated " 'in the same manner we would treat 
psychosurgery or electi'oconvuisive therapy.'" 110 Wash. 

1 2d 872, 878, 759 P. 2d 358. 862 (1988) (quoting- In re G-ucird' 

ianalupof Roc, 383 Mass. 415, -136-437, 421 N. E. 2d 40. 53 
(1,981)). There ia no doubt, an the State Supreme Court and 
other courts that have analyzed the Issue have concluded, 
that a competent individual's right to refuse such medication 
is a fundamental liberty interest deserving the highest order 
of protection." 

I I 

Arguably, any of three quite different state interests might 
be advanced to justify a deprivation of this* liberty interest. 
The State might seek to compel Harper to submit to a mihd-
alterinj? chug: treatment program as punishment for the crime 
he committed in 1976, as a "cure" for his mental illness, er as 
a mechanism to maintain order in the prison. The Court 
today recognizes Harper's liberty interest only as against the 
first justification. 

Forced administration antipsychotic medication may not 
be used as a fonn of punishment. This conclusion follows in-
exorably Irom our holding in Vitelc v. Jones. 445 U. S. 480 
(1930), that the Constitution provides a convicted felon the 
protection of due process agaiiwt an involuntary transfer 
from the prison population to a mantal hgspitsil for psychi-
atric treattnont. We explained: 

•111) Wash. 2d. at 75!) t\ 2d, lit See. p. a.. Litrgt' v. Sniii'i-inr 

Court, ,1-4* Ariz. 22}). 711 P. 2d 8f» tlDHfi} (rn banc"); Rit\m v, itrtrf" 

Haupitttl and Modifn! Canter, 20,0 Oi\l. App, »d IsiOil, 2-1 il Pal. Rpiv. 241 

U.-t Dtet. 198S\ roviou' ifruntud but di*nl\l, 77J p. ad (it)S llOSOjs v. 

Mvdinti, 71)5 P. 2tf iHiI iL'ulo. 1985) ion buntM: Rugent v. Cawmixniinw of 

Dri/t. Iij A/wtul tJmll/i, 890 Mass. 4S9, 43$ -N, :J03 U988V. fcim-n v. 

Kdtz. (J7 N . Y . 2d 4iJF), 41)0 N. E, 2d f!;)7 (lil8<>>; [n n- Menial Health of 

K, K, B . WOO P. 2d 7-17 (Oklu. IDSOt. Cf. In rt< St/wo/ei', 10'J Wynh, 'id 

o00, 7&1 P. 2d 1)0.') (1986) fright to rufusa eteoErooonvulska- therapy). 
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Good afternoon, Senator McDonald, Representative 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 

perceived as having, 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 operated in-

patient and 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 expertise in the area of patients rights, 

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. 



H.B. 6391 proposes to change the conditions that govern the involuntary Q 

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). CLRP opposes the bill as introduced 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 United 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 process protections. Its primary deficiency is that it allows doctors to forcibly 

medicate patients indefinitely without either a substitute decision-maker- such as a 

conservator- and without any judicial oversight subsequent to the superior court's initial 

order. As introduced, H.B. 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 consent. CLRP believes that, in it scurrent 

form, H.B. 6391 would be unconstitutional. 

The above notwithstanding, 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 

involuntary 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 

informed consent to treatment. 

While CLRP cannot support 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. 

00108,1 
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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, In line [n] change the language to require a supplemental 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 to a required Health 

Care Guardian report. 

2, In line [n] we would propose to delete 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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DIVISION OF PUBLIC DEFENDER SERVICES 

OFFICE OF PUBLIC DEFENDER 
PSYCHIATRIC DEFENSE UNIT 
CONNECTICUT VALLEY HOSPITAL 
DIX HALL 

MONTE P. RADLER, ESQ. 
PUBLIC DEFENDER 
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(860) 262-5915 FAX SILVER STREET 

P.O. BOX 351 
MIDDLETOWN, CONNECTICUT 06547 

T e s t i m o n y o f 

Monte Radler, Public Defender 

Raised Bill 6391, AN ACT CONCERNING INVOLUNTARY 
ADMINISTRATION OF PSYCHIATRIC MEDICATION FOR PURPOSES 

OF COMPETENCY TO STAND TRIAL 

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. 

Judiciary Committee Public Hearing 

February 5. 2007 
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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 issue in 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.S. 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, and distinguished members of 

the Judiciary Committee. I am 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 of 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 06)34 
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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 proceedings 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 best medical interests related to psychiatric medication. However, once a 

court determines that all the 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 the entire mechanism for evaluating competence, 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 hospital-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 new 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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In the legislation before you, we are seeking an additional change to this mechanism.. 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 maintain the defendant's competence to stand 

trial. The criteria for such 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. 

• In line 84, we would change the language to require a supplemental report of the Health 

Care Guardian by changing the word "may" to "shall." 

• In line 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. 

• In line 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 forced to receive 

unwanted medication under this mechanism. 

• 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 convincing evidence in order to continue the order for involuntary 

medication." 

• 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 
January Session, 2007 

Raised Bill No. 6391 
LCO No, 3340 

*03340 JUD* 
Referred to Committee on Judiciary 

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)(iil) 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 



0 0 1 0 8 9 

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)L [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 Tinder 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 

guardian 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 unwilling or 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, (Q 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)] (§6) 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: 

Section 1 October 1,2007 54-56d(k) 

Statement of Purpose: 

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 underline, 
except that when the entire text of a bill or resolution or a section of a bill or resolution is new, it is 
not underlined.] 

U:\CG3\2007 legislatiorMnal DMHAS package\raised bills\Raised KB 6391 
extension REV 2-l-07v2.doc 

- re Garcia 
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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 . 6 3 9 1 A A C 
Involuntary Administration of Psychiatric Medication for Purposes of Competency 
to Stand Trial and H.B. 6987 AAC 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. 

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 
firom 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 
Illness. 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 grassroots 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. In line [n] change the language to require a supplemental 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 to a required Health Care Guardian 

report. 

2. In line [n] we would propose to delete 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 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: 

(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 Collaboration 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 participated 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 Establishing 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. 

Community Programs Director 
Greater Connecticut Chapter National Multiple Sclerosis Society 
659 Tower Avenue, First Floor 
Hartford, CT 06112-1269 
Phone: 860.714.2300, sraimondo@ctfiqhtsms.ora 

mailto:sraimondo@ctfiqhtsms.ora
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James Judge, M.D. 
7 Rosewood Drive 
Farmington CT 06032 

March 13, 2007 

Remarks to Public Health Committee 
SB 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. I am a geriatrician, and have three roles- I am a medical 
director of the Connecticut VNA- a large homecare and Hospice program. I 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. I 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. I 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/proiects/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 

http://www.rand.org/health/proiects/acove/quality
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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. 

I 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. I urge you to establish 
this program. 
Thank you. 
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TOWN OF RIDGEFIELD 
Fire Department 

6 CATOONAH STREET 
RIDGEFIELD, CONNECTICUT 06877-4432 

CHIEF: 203-431-2727 
FAX: 203-431-2732 

March 12,2007 

Heather Burford 
Fire Chief 
Ridgefieid Fire Department 
6 Catoonah Street 
Ridgefieid, 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 01561226,: An Act Establishing A Fall Prevention Program 

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

As the Fire Chief for the Town of Ridgefieid, I am asking you to recommend appropriations to 
support the activities in Seriate Bill 1226. I will not be able to testify at the Public Hearing scheduled 
for Wednesday, March 14,~200?7TxIt would like you to accept this letter as my written support in lieu 
of testimony. 

As you are aware, the Connecticut fire service is deeply involved in providing medical care to 
the residents and visitors of our communities. Emergency Medical Sen/ices (EMS) account for 72% 
of the call volume handled by the Ridgefieid 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 Injuries we encounter and treat are often 
devastating to patients physically, emotionally, and financially. 

As a fire chief I am charged with providing a safe community in which the residents of 
Ridgefieid may live, work, and play. Recently while employed in the Town of Manchester I 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 @ ridqefieldct.org. 

Cc: Senator Judith Freedman 

www.ridgefieldct.org 

http://www.ridgefieldct.org
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Testimony on SB 1226 by C.E. Bower 
14 March 2007 

My sisters and I 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 ferritin, which rarely if ever 
is measured in elderly persons) were almost totally depleted.3 

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.4 

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. 

Carol E. Bower 
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