
Severe mental illnesses, by their nature, make coerced care
necessary in some instances. 

Nearly half of people with schizophrenia and manic depres-
sion suffer moderate to severe impairments of their aware-
ness of illness.1 Studies show that anosognosia and non-
adherence to treatment are strongly associated.2 

The moral or ethical question is “what is the impact of
coerced care compared to the impact of no care at all?” The
consequences of nontreatment are all too well documented:
relapse of symptoms, rehospitalization, homelessness,
arrests, victimization, suicide, and episodes of violence. 

But what is the impact of coerced care?

We now have empirical evidence that in the majority of
cases, coerced care is not detrimental. In fact, it is beneficial.
Many studies have found that the majority of patients retro-
spectively agree that involuntary medication had been in
their best interest.3

Those who are ideologically opposed to coerced care claim,
without empirical
evidence, that it
drives people away
from treatment. 

But two recently
published studies
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TAC’s first five years have been more successful than any of
us envisioned when we began. TAC has established itself as
the one organization willing to speak out for treatment for
individuals with severe psychiatric disorders, especially those
who have limited awareness of their illness. Amidst the
cacophony of pseudo-civil rights and political correctness,
TAC speaks with a clear voice of common sense.

But it is also apparent that we have just begun our task. 

There are still nine states that have no statutory provision for
assisted outpatient treatment: Maine, Massachusetts,
Connecticut, New Jersey, Maryland, Florida, Tennessee,
Nevada, and New Mexico. States that have such provisions or
recently implemented them, such as New York and California,
must be monitored and encouraged to use these laws. 

We must educate the legal profession, media, and general pub-
lic that the failure to treat individuals with severe psychiatric
disorders is a major reason so many end up homeless, in jails,

and being victimized. And that failure to treat leads to
episodes of violence that, in turn, are the greatest cause of
stigma against individuals with psychiatric disorders. 

Above all, we must continue to be a coordinating center to
geographically link those affected, their families, state legisla-
tors, and local media to work together on these problems.

TAC’s greatest asset is the passion of our supporters who
believe in our mission and make our work possible. We are, it
is true, a comparatively small David challenging a larger and
better-funded Goliath. But we have wonderfully sharp stones
as weapons, for they have on them points of logic.

Truth and courage 
by Treatment Advocacy Center President E. Fuller Torrey, M.D.
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Coerced care vs. no care
by Treatment Advocacy Center Executive Director Mary T. Zdanowicz
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The Treatment Advocacy Center (TAC) is a national nonprofit
organization dedicated to eliminating legal and clinical barriers to
timely and humane treatment for millions of Americans with severe
brain disorders who are not receiving appropriate medical care. 

Since 1998, the Treatment Advocacy Center has served as a cata-
lyst to achieve proper balance in judicial and legislative decisions
that affect the lives of people with serious brain disorders. TAC
works on the national, state, and local levels to decrease homeless-
ness, incarceration, suicide, victimization, violence and other dev-
astating consequences caused by lack of treatment. 

The Treatment Advocacy Center is funded by individual donations
and the Stanley Foundation. TAC does not accept funding from
pharmaceutical companies or entities involved in the sale, market-
ing or distribution of such products.
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When my daughter was killed by a man who was not being
treated for schizophrenia, all of the joy in this world became
diminished for me. It has been a blessing to know that the law
named in her memory -  Kendra’s Law, which can force men-
tally ill patients to comply with medical treatment - is helping
so many people. 

I thank The Post for hailing the recent Court of Appeals ruling
upholding the law as a victory for the mentally ill. Kendra’s
Law can be a lifeline for those who are suffering from demons
similar to those of my daughter’s killer - those hearing voices
caused by a severe untreated brain disease, unable to discern
the difference between truth and fantasy, incapable of choos-
ing to be treated because they don’t believe they are ill. New
York’s Office of Mental Health said that assisted outpatient
treatment “has increased accountability at all levels regarding
delivery of services to individuals who have high needs and
who are at high risk to themselves or others.” This law not
only commits people to the system, but it commits the system
to help those who need it most. 

Thank you for helping to educate the public on mental illness
and available options for getting those you love into a treat-
ment plan. Kendra’s Law has been proven to reduce inci-
dences of hospitalization, homelessness, arrest and incarcera-
tion. Like Kendra, it is about compassion.

- Pat Webdale, Fredonia

Kendra’s Law: A Mother’s Thanks
by Pat Webdale, from the New York Post, Feb. 25, 2004, reprinted with permission of the author

THE BENEFITS OF KENDRA’S LAW 
For 1,407 people who completed their first Kendra’s Law
Program as of September 2003:

63% fewer experienced psychiatric hospitalizations;
75% fewer have been arrested;
69% fewer have been incarcerated; and
55% fewer experienced homelessness. 

Participants also saw dramatic reductions in harmful
behavior:

Incidents of harm to self reduced 45%;
Incidents of harm to others reduced 44%;
Incidents of damaging or destroying property

reduced 43%; and
Incidents of creating a public disturbance 

reduced 32%.

Participants were more likely to regularly participate in
services and take medication as prescribed by a 
physician:

The number of individuals exhibiting poor adher-
ence to medication decreased by 67%;

The number of individuals exhibiting poor engage-
ment to services decreased by 34%; and

The number of individuals reported having severe
difficulty accessing and using community services also
decreased by 34%.
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The Courts
Reaffirmed: Assisted treatment constitutional
In February, New York’s highest court rejected a number 
of potentially crippling judicial attacks on the nation’s best-
known assisted outpatient treatment law and proclaimed
Kendra’s Law constitutional.  

Stressing the importance of the program, the unanimous
Court of Appeals described it as “an effort to ‘restore
patients’ dignity ... (and) enable mentally ill persons to lead
more productive and satisfying lives, while at the same time
reducing the risk of violence posed by mentally ill patients
who refuse to comply with necessary treatment.”

The decision by Chief Justice Judith Kay clearly pronounced
the core of Kendra’s Law to be constitutional, noting that
“The state’s interest in immediately removing from the streets
noncompliant patients previously found to be, as a result of
their noncompliance, at risk of a relapse or deterioration like-
ly to result in serious harm to themselves or others is quite
strong.” 

The two main arguments of the plaintiffs in the case, In the
Matter of K.L., centered on allegations that Kendra’s Law
was unconstitutional because it violated due process protec-
tions of patients. One insisted that Kendra’s Law contravened
the dictates of a previous decision of the Court of Appeals,
Rivers v. Katz, by not requiring the explicit finding of 

incapacity necessary for medication over objection with inpa-
tient committees. The other main assault on the law con-
cerned the lack of hearing prior to the 72-hour hold for an
emergency evaluation authorized by the law when someone
under an assisted outpatient treatment order may meet the
standard for inpatient hospitalization. 

The Court of Appeals soundly denied each of the plaintiff’s
arguments.  

Newspapers across the state, regardless of political bent,
lauded the wisdom of the court’s ruling. Both Newsday, a
notoriously liberal outlet, and the New York Post, a staunchly
conservative one, emphatically praised the decision.

The ruling was faithful to the law but it was also - as the
Newsday editors noted - a triumph of common sense.
Although minor changes to the program because of future
judicial rulings could be necessary, this precedent essentially
insulates Kendra’s Law from attacks on constitutional
grounds in New York courts.

As if a prohibition to that explicit effect was the Twenty-
Eight Amendment to the Constitution, many opponents brand
assisted outpatient treatment as “unconstitutional.” In fact, no
court has ever made such a finding. 

With the ruling In the Matter of K.L., a total of twelve judges
in New York have examined the constitutionality of Kendra’s
Law; each of them has found the law constitutional, includ-
ing the state’s highest-ranking ones.

“A recent decision by New York’s top
court declaring Kendra’s Law constitu-
tional was a triumph of common sense.
The Court of Appeals cut a careful path
through a thicket of due process argu-
ments and concluded that the state’s
compelling interest in protecting the

public can sometimes trump the right of
the mentally ill to refuse treatment ....
Used properly, Kendra’s Law lets doc-
tors and relatives intervene before a
mentally ill person poses a danger to

himself or others. That’s good for every-
one, including the mentally ill.”

– Kendra’s Law Is Good Both For Public And Mentally Ill, Newsday
editorial, Feb. 20, 2004 

“It’s difficult not to appreciate how
many tragedies might have been 

avoided if New York had enacted a
Kendra’s Law even earlier, as 40 other

states had done .... The Court of
Appeals’ ruling is an important step in

protecting society from the mentally ill -
and those same poor souls from their

own tragic demons.”
– “A Win for the Mentally Ill,” New York Post editorial, Feb. 22, 2004 

Can’t wait for the next issue of Catalyst? Visit us online at
www.psychlaws.org for fact sheets, news stories, and

advocacy tips. Updated daily!
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Analysis
States can’t afford not to use AOT
Don’t buy the lie that AOT costs are prohibitive. Nontreatment breaks the bank.

Oftentimes in states without a program for assisted outpatient
treatment, unfounded excuses are offered for not adopting such
a program. One common excuse is: “Kendra’s Law only
worked in New York because the state budgeted $150 million.
Our state can’t afford that.” 

But how much does New York state really budget for assisted
outpatient treatment (AOT) under Kendra’s Law?

Kendra’s Law was passed in a time of budget surpluses, and its
passage allowed New York to infuse its mental health system
with more resources. However, only a small portion of that
money is actually dedicated to assisted outpatient treatment.

The facts: The advocacy around Kendra’s Law resulted in a
commitment from New York’s governor and legislature to
increase resources for treatment of people with serious mental
illnesses. State leaders promised $125 million for the Enhanced
Community Services Program, which significantly expanded
case management, housing, family support and other mental
health services. Each year, $86.4 million is appropriated,
which, when combined with other funding sources, provides
$125 million for community services. But it is important to
realize that the appropriations and resulting services are not
earmarked for Kendra’s Law. 

A separate commitment was made to appropriate $32 million
for the provisions in Kendra’s Law, which encompassed more
than assisted outpatient treatment. The Kendra’s Law advocacy
also resulted in a commitment to fund a presumptive Medicaid
program in New York, meaning that those awaiting eligibility
determinations are covered by the state in the interim.
According to New York’s Office of Mental Health, $10.5 mil-
lion is dedicated to assisted outpatient treatment, specifically
intensive case management and supportive case management
services covered by Medicaid. Assuming 74 percent Medicaid
eligibility and a 50 percent Medicaid reimbursement rate for
New York, only about $6.6 million of state funds specifically
support assisted outpatient treatment under Kendra’s Law. 

New York enhanced its community services, but many other
states have had comparable infusions of money in community
services programs. For example, New Jersey invested $50 mil-
lion annually in enhanced community services since closing its
largest state psychiatric hospital in 1998. This is roughly an
equivalent per capita investment to New York’s investment in
Enhanced Community Services and Kendra’s Law combined.  

It is also important to remember that Kendra’s Law was passed
in a time of budget surpluses - unlike the current atmosphere
of fiscal restraint. It is not as likely now that legislatures will

make substantial investments in new services in any area. 

But even states that have not made substantial investments in
services cannot afford not to use assisted outpatient treatment. 

For instance, many states have Assertive Community
Treatment (ACT) teams that comprise the most progressive
community service model for people with severe mental ill-
nesses. ACT provides 24 hour, 7 day a week mobile treatment
teams that travel to clients’ homes to provide treatment. In
states that do not utilize assisted outpatient treatment, ACT
teams cannot require clients to take medication. This can
severely limit positive outcomes. The problem of medication
compliance is not insignificant, as noted by an ACT team psy-
chiatrist in Sarasota, Florida:

Many clients regularly refuse to take their medications.
Some used to take older medicines that had terrible side
effects and they don’t trust their new prescriptions. Others
feel better after a few doses and quit, but most just don’t
believe they need drugs. “They have no insight and they
don’t believe they have a mental illness, so they don’t
believe there’s any reason to take their medication,” said
Tim McGaughy, the team’s psychiatrist. He estimates that
about 85 percent of the team’s clients won’t take all or
some of their prescribed medications. -“Team Makes Sure
Patients Don’t Fall Through Cracks,” Herald Tribune,
Nov. 9, 2001 

Empirical evidence also suggests that court-ordered treatment
can improve the effectiveness of intensive community services
for individuals with severe mental illnesses who would other-
wise refuse treatment. In November 2001, results of a study
were published that indicated that intensive community servic-
es alone do not reduce the risk of violence among individuals
with a diagnosis of psychosis and at least two inpatient admis-
sions for psychotic illness. Although that study showed that
intensive services alone did not reduce violence, the most com-
prehensive study of assisted outpatient treatment conducted at
Duke University showed that intensive services (termed “regu-
lar services”) combined with long term AOT cut the probabili-
ty of violent behavior in half.

The significance is that intensive services alone do not ensure
medication compliance, while AOT orders can mandate med-
ication. The Duke study found that those who did not adhere 
to prescribed medication regimens were 63 percent more likely
to be violent that those who complied. Therefore, even if
assisted outpatient treatment legislation is enacted without new
funding for services, it is needed to make existing services
more effective. 
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The National Institute of Mental Health (NIMH) is grossly fail-
ing in its primary task of researching the causes and treatment of
serious mental illnesses: schizophrenia, bipolar disorder, autism,
severe forms of depression, obsessive-compulsive disorder, and
panic disorder (as defined by NIMH’s advisory council). NIMH
shows little interest in research on serious mental disorders,
instead concentrating on general research on human behavior
and basic neuroscience. Much of this research is the responsi-
bility of, and is already being done by, other federal agencies.

The Treatment Advocacy Center’s latest study on NIMH’s
research priorities, coauthored with Public Citizen, is A Federal
Failure in Psychiatric Research: Continuing NIMH Negligence
in Funding Sufficient Research on Serious Mental Illnesses
(Nov. 2003). Visit www.psychlaws.org to read the full report.

The report  found that only 28.5 percent of all 2002 NIMH
research awards (1,187/4,157) had any relationship to serious
mental illnesses. Furthermore, only 5.8 percent (242/4,157) of
the awards were clinically relevant to serious mental illnesses,
i.e., likely to improve the treatment or quality of life for indi-
viduals currently affected. In
other words, only 1 out of
every 17 research grants cur-
rently funded by NIMH is like-
ly to help individuals who now
have these diseases.

Equally disturbing is that dur-
ing the 1997–2002 period in
which the NIMH budget dou-
bled from $661 million to $1.3
billion, the proportion of
awards for research on serious
mental illnesses decreased.
During that period, NIMH
rejected many applications for the study of these illnesses but
funded many others unconnected to any mental disorder.

NIMH rejected funding for research on the causes of
postpartum depression but funded research on the hearing
mechanism of crickets.

NIMH rejected funding for research on why individuals
with schizophrenia are unaware of their own illness, and
they refuse to take medication, but funded research on com-
munication among electric fish. 

NIMH rejected funding for research on the side effects
of antipsychotic and antidepressant medication in adoles-
cents but funded research on how pigeons think. 

NIMH rejected funding for a treatment trial to establish
the most effective medication for individuals with a severe
form of schizophrenia but funded research on how people in
Papua New Guinea think. 

The important question is not how people in Papua New Guinea
think but how officials at NIMH think. It is known that serious
mental illnesses account for 58 percent of the direct care costs of
all mental illnesses, yet NIMH allocates just over 28 percent of
its research resources to these diseases. It is known that 5.6 mil-
lion Americans suffer from serious mental illnesses, and that on
any given day approximately 250,000 of them are living on the
streets or in jail because of their mental illnesses. It is known
that serious mental illnesses cost the federal government alone
approximately $45 billion per year and that these costs have
been rising at a rate of $2.6 billion per year. From both a human-
itarian and an economic point of view, NIMH’s failure to do

research on these diseases is
irresponsible.

Imagine what the public would
say if fewer than one-third of all
research awards from the
National Cancer Institute were
going for research on cancer.
And that fewer than 6 percent of
the awards—1 out of 17—were
likely to help anyone who today
has cancer. That is the equivalent
situation at NIMH today.

NIMH’s failure to research seri-
ous mental illnesses is not news within NIMH. Last year, they
undertook their own study to document the problem. Some pre-
liminary data that NIMH made public suggest that NIMH’s fail-
ure to do research on serious mental illnesses is at least as bad
as this report indicates. NIMH recently implemented a few proj-
ects to improve its research portfolio. However meritorious,
these efforts are the equivalent of a face-lift for an agency in
need of a heart transplant.

Advocacy

NIMH fails to research severe mental illnesses
Treatment Advocacy Center report card keeps pressure on 

Imagine what the public would say if
fewer than one-third of all research
awards from the National Cancer

Institute were going for research on
cancer. And that fewer than 6 percent

of the awards—1 out of 17—were 
likely to help anyone who today 

has cancer. That is the equivalent 
situation at NIMH today.
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Recommendations for NIMH

A congressional committee should hold hearings to clarify
NIMH priorities and specifically address two issues:

What percentage of NIMH research resources should be allo-
cated to research on serious mental illnesses in general?

What percentage should be allocated to clinically relevant
research on serious mental illnesses, i.e., research that is rea-
sonably likely to improve the treatment and quality of life of
individuals currently affected with these disorders?

NIMH should be required to report to Congress annually the
percentage of its funding supporting research on each serious
mental illness and the subset of that number that is supporting
research on clinically relevant aspects of that illness.

Dr. Elias Zerhouni, Director of NIH, and Tommy Thompson,
Secretary of Health and Human Services, are ultimately respon-
sible for NIMH. Both should review discrepancies between
resource allocation and public need.

The General Accounting Office (GAO) should be asked by
Congress to evaluate the current research portfolio of NIMH in
relationship to public needs. This is consistent with GAO’s man-
date to “improve the economy, efficiency, and effectiveness of
the federal government through financial audits, program
reviews and evaluations, … and the government’s accountability
to the American people.”

Basic neuroscience research is important, but its support
should be coordinated. NIMH officials should meet regularly
with officials from the National Institute of Neurological
Disorders and Stroke (NINDS), other NIH institutes supporting
basic neuroscience research, and the National Science
Foundation (NSF) to coordinate research and establish targeted
amounts that each organization will spend on such research.

Consideration should be given to ultimately merging NIMH
with NINDS to form a National Brain Disease Research Institute
to coordinate research on all brain diseases, including serious
mental illnesses. If Congress deems that more non-disease-relat-
ed behavioral research is needed other than what is already sup-
ported by NSF and the National Institute of Child Health and
Human Development, a National Institute for Behavioral
Research could be created.

It is nothing less than a national tragedy to misallocate public
research dollars that should be used to offer hope of better treat-
ments and possibly a cure for severe mental illnesses like schizo-
phrenia and bipolar disorder. NIMH’s refusal to do research on
serious mental illnesses is not only a waste of taxpayer funds, it is
a federal disgrace and a personal tragedy for individuals affected
with these diseases.

UNBELIEVABLE - BUT TRUE ...

In 2002, only 28.5 percent of NIMH awards went to
research on serious mental illnesses. These illnesses
account for 58 percent of the total costs of all mental ill-
nesses.

Only 5.8 percent of all NIMH awards went to clinically
relevant research on serious mental illnesses. “Clinically
relevant” means reasonably likely to improve the treat-
ment and quality of life for individuals presently affected.

Between 1997 and 2002, the proportion of NIMH
research awards for all aspects of serious mental ill-
nesses decreased by 11 percent (from 32.1 to 28.5
percent). For clinically relevant aspects of serious men-
tal illnesses, it decreased by 22 percent (from 7.4 to
5.8 percent).

Only 1 out of every 17 NIMH 2002 research awards is
reasonably likely to improve the treatment and quality of
life for individuals presently affected by a serious mental
illness.

NIMH’s failure to fund sufficient research on serious
mental illnesses is the main reason why research on
these illnesses is so grossly underfunded compared to
other diseases. For example, per person affected, for
every $1 NIMH spent in 1999 for research on bipolar
disorder, NIH spent over $12 for research on cervical
cancer. For every $1 NIMH spent for research on
depression, NIH spent almost $15 for research on multi-
ple sclerosis. For every $1 NIMH spent for research on
schizophrenia, NIH spent $30 on research for HIV/AIDS.

Research on serious mental disorders is not an impor-
tant part of the NIMH research portfolio.

During the five-year period of doubling of the NIMH
budget, a period that could have been used by NIMH to
correct its traditional neglect of research on serious
mental illnesses, the proportion of NIMH research
awards allocated to serious mental illnesses actually
decreased, rather than staying the same or increasing.

Many people turned to NIMH for
research on postpartum depression

after the tragic story of Andrea Yates.
Between 1972 and 2002, how many
research grants had NIMH given to
research postpartum depression?

One. 
How many grants did it give out to

study how pigeons think? 
Ninety-two.
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In memory of a noble man: Howard Telson, M.D., expert, advocate, friend

With a deadened heart, we tell you that Dr. Howard Telson passed away April 5, 2004, from
complications of a very aggressive cancer. He was only 49.

A clinical associate professor of psychiatry at NYU School of Medicine, a former board mem-
ber of NAMI New York City metro, and a superlative psychiatrist, Dr. Telson is best known to
readers of Catalyst for heading the pilot outpatient commitment program at Bellevue Hospital
in New York that was subsequently expanded statewide by Kendra’s Law. In many ways,
Howard Telson was and is the father of Kendra’s Law. During the battle for Kendra’s Law,
both sides vehemently argued whether or not the Bellevue Pilot demonstrated that outpatient
commitment worked. No one could agree on anything except that Howard had helped every-
one in the program. Family members of those under his care portrayed Dr. Telson as virtually
divine. Opponents insisted that the success of the program was not because of assisted out-
patient treatment, but an amazing doctor. 

Howard’s was one of the kindest hearts that we have or will ever run across.  As was noted in his New York Times obitu-
ary, “All those who knew him were touched by his warmth and the profound humanity of his relationship with others.”

Our condolences go out to Dr. Anand Pandya, Howard’s longtime partner.

found that there is no relationship between perceived coercion
during hospitalization and future adherence with treatment. 4

The McArthur Coercion Studies revealed another very signifi-
cant, yet counterintuitive, finding. Legal status (voluntary ver-
sus involuntary treatment) does not necessarily correlate with
perceived coercion.5 For example, 47 percent of involuntarily
hospitalized patients believed there was no reasonable alterna-
tive to hospitalization. Conversely, while one would expect that
all voluntary patients agreed to hospitalization because there
were no reasonable alternatives, 25 percent of voluntary
patients thought there were reasonable alternatives to 
hospitalization. Furthermore, 35 percent of involuntary 
patients did not perceive being coerced and 22 percent 
thought it was their idea. Surprisingly, 49 percent of voluntary
patients indicated that someone else had initiated their coming
to the hospital and 10 percent perceived that they had 
been coerced.

Because legal status doesn’t predict perceived coercion, those
advocates who are most concerned about patient welfare are
better off advocating for quality care rather than against legal
mechanisms for involuntary treatment. There are many ways to
reduce coercion even within a framework of involuntary care. 

Perceived coercion can be reduced if: 
others, including friends and family, are involved in the
decision making as a form of caring;
the patient believes others acted out of genuine concern;
the patient believes he or she is treated respectfully and in
good faith; and
the patient has a chance to tell his or her side of the story. 6

Coerced care occurs on a progressive continuum, from persua-
sion, to inducement, to threats, and finally force. There are
many forms of coerced care, otherwise known as assisted treat-
ment. Some of these include advanced directives, representa-
tive payee, assertive community treatment and outpatient com-
mitment (also called assisted outpatient treatment, or AOT). 7

Assisted outpatient treatment is the most controversial merely
because of its court-ordered legal status. But, as already noted,
legal status alone does not predict perceived coercion. And
AOT statutes often require that patients be given an opportuni-
ty to participate in formulating their treatment plan.

AOT has been shown to reduce homelessness, hospitalization,
arrests, and victimization.8 If the choice is between coerced
care and no care at all, the decision is obvious for those who
care more about the individual than ideology. 

Opposition to coercion can mean opposition to care
Continued from page 1

1 Treatment Advocacy Center, “Impaired awareness of illness: A major prob-
lem for individuals with schizophrenia and bipolar disorder.” 
2 Treatment Advocacy Center, “Why individuals with schizophrenia and
bipolar disorder often do not take their medication.”  
3 Treatment Advocacy Center, “The effects of involuntary medication on
individuals with schizophrenia and manic-depressive illness.” 
4 S.D. Rain, et al., “Perceived coercion at hospital admission and adher-
ence to mental health treatment after discharge,” Psychiatric Services 54:
103-105 (2003); S.D. Rain, et al., “Perceived coercion and treatment adher-

ence in an outpatient commitment program,” Psychiatric Services 54: 399-
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5 Darold Treffert, “The MacArthur coercion studies: A Wisconsin perspec-
tive,” Marq. L. Rev. 82: 759-785 (1999).
6 Id. at 729.
7 Treatment Advocacy Center, “Options for assisted treatment.” 
8 Treatment Advocacy Center, “Assisted outpatient treatment reduces hospi-
tal stays, violence and arrests and improves chances of recovery for people
with severe mental illnesses.”
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Legislation’s failure is no surprise
Dr. E. Fuller Torrey, TAC president

The 1963 Community Mental Health Centers Act was the last
major piece of legislation signed by President Kennedy prior to
his assassination. It has become a symbol for how a well-
meaning action can become a total and complete disaster. 

The Act’s failure can be attributed to four flaws in its design
and implementation. First, it was based on a number of failed
assumptions about what was wrong with the severely mentally
ill. Those responsible for the legislation did not fully under-
stand brain diseases; assumed that if released from state insti-
tutions, the mentally ill could live happily ever after; and neg-
lected to investigate a condition known as anosognosia.
Anosognosia is an integral part of severe mental illness. As
many as 50 percent of those with schizophrenia and 40 percent
of those with bipolar are impaired to such an extent that they
cannot recognize what is wrong with them. (See the fact sheet
on anosognosia on page 11 of this issue.) So a significant por-
tion of the severely mentally ill cannot live “happily ever
after” without direct treatment and supervision.

Secondly, the Act suffered from flawed planning. It  bypassed
the states entirely and placed the burden of funding community
mental health centers on the federal government. The National
Institute of Mental Health failed to provide essential oversight
of the centers. The community mental health centers were
failed by a total unwillingness to take responsibility for center
management at both the state and federal levels. 

Thirdly, before the movement toward deinstitutionalization, the
states covered 95 percent of the financing for care of the
severely mentally ill. In the hopes of moving patients out of
the state hospitals and into the community, the federal govern-
ment made patients in state hospitals ineligible for aid while
hospitalized, but eligible when discharged from the hospitals,
thus providing the states with enormous incentive to empty out

the hospitals. Deinstitutionalization quickly became the priority
for state mental health agencies and there was no incentive to
ask what happened to patients once they left the hospital. 

The civil rights era exacerbated an already deteriorating situa-
tion. Some activists decided that the severely mentally ill need-
ed to be ‘liberated’ from hospitals, arguing that “no one should
be deprived of freedom for the sake of mental health,” and “the
goal should be nothing less than the abolition of involuntary
hospitalization.” These theories represented distorted views of
“freedom” and “liberty.” Some psychiatrists countered:
“Freedom to be sick, helpless and isolated is not freedom,”
and, “Is it really liberty if someone walks the streets in terror
because of paranoid delusions or threatening hallucinations?”

So the question now becomes, after those substantial failures,
where are we left now? After the passage of the Act and the
resultant deinstitutionalization, about half the patients are bet-
ter off, but half are considerably worse off. Many of them were
not deinstitutionalized, but rather trans-institutionalized:
moved into nursing homes, large group homes, or other facili-
ties, which are often worse than the large hospitals. There has
also been what can be termed a ‘ghettoization’ of the mentally
ill: one-third of the homeless are severely mentally ill.
Currently 7 percent of inmates in jails and prisons are psychot-
ic, and the Department of Justice and Human Rights Watch
suggest that those numbers are even higher -- 16 percent and
20 percent respectively. The three largest mental institutions in
the United States are all correctional facilities; the L.A. County
Jail, the Cook County Jail and Riker’s Island in New York. 

Advocacy
Forty years of neglect: The federal role in caring
for the severely mentally ill
On October 31, 1963, President John F. Kennedy signed the Community Mental Health Centers Act, through
which psychiatric patients would be treated in small community clinics rather than in large and expensive state
hospitals. Though the act promised to improve conditions and save millions of dollars, it mostly added to the
growing wave of deinstitutionalization that began a few years earlier. Some of the released patients were able to
manage well on anti-psychotic medications with attendant social services, but many others landed on the streets
and in jails. Today, at least a third of the homeless and up to one quarter of those incarcerated have severe men-
tal disorders such as schizophrenia and manic-depressive illness. On the fortieth anniversary of this legislation’s
enactment, a panel of mental health and policy experts gathered at the invitation of Dr. Sally Satel at the
American  Enterprise Institute to discuss the federal government’s neglect of the severely mentally ill. This article
is derived from an indepth summary by AEI research assistant Nell Manning.

“Reliance on the cold mercy of 
custodial isolation will be 

supplanted by the open warmth of
community concern and capability.”
– President John F. Kennedy, address to the nation, Feb. 5, 1963 
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Despite this desperate situation, we continue to incur enormous
cost in programs that are obviously failing. In direct costs
alone, $71 billion a year is spent on care for the mentally ill;
when coupled with indirect costs, that number more than dou-
bles. Since 1961, there has been more than a ninefold increase
in cost, and the federal govern-
ment is carrying two-thirds of
that cost. Federal costs are
increasing at a rate of $2.6 bil-
lion. There is a lack of intelli-
gence about how the money is
being spent, not a lack of fund-
ing. President Kennedy’s 1963
Act has been a failure, and its
legacy persists today: a clear example of the danger when ide-
ology wins out over rational policymaking and political cor-
rectness wins out over scientific correctness.

Dismantle inefficient, ineffective system
Dr. Jeffrey Geller, University of Massachusetts

Title II of the 1990 Americans with Disabilities Act is devoted
to public services. Section 12132 reads, “No qualified individ-
ual with a disability shall, by reason of such disability, be
excluded from participation in or be denied the benefits of the
services, programs, or activities of a public entity, or be sub-
jected to discrimination by any such entity.” 

A number of court cases have been tried over that particular
section, the most famous of which is the Olmstead case in the
U.S. Supreme Court.  Brought on behalf of two women with
mental illness and mental retardation, the court found, in a six
to three majority that:

…for any person with mental disability, community based
treatment rather than institutionalized placement is
required of the states when 1) the state’s treatment profes-
sionals have determined that community treatment is
appropriate; 2) the transfer from institutional care to a
less restrictive setting is not opposed by the affected indi-
vidual; 3) community placement can be reasonably accom-
modated, taking into account the resources available to the
state and the needs of others with mental disabilities.

Throughout federal cases to date, fundamental questions
remain unanswered. None of these cases addresses the fact that
our current system is tilted toward moving people from institu-
tions that cannot receive federal funds to institutions and non-
institutional settings that can benefit from federal support. 

There are six ways to begin to dismantle a paradigm that is
preventing efficiency and effectiveness. First, the unfounded
concept that restrictiveness and/or isolation is inextricably
linked to the locus of room and board should be abandoned.
Second, the present institution for mental diseases (IMD)
exclusion must end.  Third, a system of Medicaid-reimbursed
treatment for eligible persons should exist in all settings,

including jails and prisons.  And it must be a requirement that
in all settings these treatments meet the same CMS standards.  
Fourth, a conscious effort must be made to introduce and sus-
tain the concept that restrictiveness and integration is individu-
ally, not categorically, determined.  In other words, what is

restrictive or not is dependant
upon the individual’s perception
and appreciation.  Fifth,
addressing the issue from a fis-
cal point of view, each state
should require that the percent-
age of a person’s Social
Security Income or Social
Security Disability Income

checks that is applied to room and board be the same, inde-
pendent of the location at which room and board is supplied.
And sixth, if we are going to truly respect safe autonomy, self-
determination and free choice, do we not have to respect
unpopular as well as popular decisions in both directions?
Informed decisions made by patients must be respected, how-
ever unpopular or unwise they are seen to be. 

The existent fundamental assumption that life outside of insti-
tutions is always better is unquestionably flawed. The truth is,
for persons with severe mental illness, each individual is differ-
ent, and the option to remain in an “institution” must be avail-
able after exposure to safe alternatives have been provided.

Federal government does more harm
than good for severely mentally ill
Mary Zdanowicz, Esq., TAC Executive Director

The question of involuntary treatment was brought to the
nation’s capitol five years ago by Russell Weston, when he
stormed its steps trying to find the “ruby-satellite system” he
thought he needed to control the space-time continuum.
Weston’s case is one of the most extreme examples of the fed-
eral government’s role in coercive strategies, and it demon-
strates why such strategies are needed sooner rather than later. 

Shortly after Weston was released from a state hospital, he
reported to a community mental health facility for what he
thought was court-ordered treatment. When he learned that a
judge had not ordered him to keep the appointment, he left and
never came back. A federal court ordered him to take medica-
tion, but only after two people died - now the goal is to restore
him to competency for a trial. 

Why are coercive strategies necessary? About half of people
with schizophrenia and manic depression have impaired aware-
ness of their illness. Many state laws require, or are interpreted
to require, that a person be dangerous before anything can be
done to override their objections to treatment. The clear impli-
cations of these laws: without coercive strategies, the most
severely mentally ill will not receive the treatment they need. 

In direct costs alone, $71 billion a
year is spent on care for the mentally
ill; when coupled with indirect costs,

that number more than doubles.
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The federal government must
first support change at the state
level. The Center for Mental
Health Services should focus on
supporting state efforts to serve
the vulnerable population that is
incapable of accessing voluntary
services. Secondly, the federal
government should leverage
treatment compliance. America’s
Law Enforcement and Mental
Health Project authorized funding
for mental health courts. And the
Mentally Ill Offender Treatment
and Crime Reduction Act 
(S-1194) would provide resources
for states to keep the most severe-
ly mentally ill out of the criminal
justice system, thereby stopping
the cycle at its conception.

Thirdly, the federal government must try harder to do no harm.
Protection and Advocacy systems are federally funded state-
based legal advocacy programs for people with disabilities.
These programs are often used to bring lawsuits against states
attempting to reform laws governing treatment, and lobby and
protest against laws that facilitate treatment for those who oth-
erwise refuse it. Federal funds should not be used to support
activity that challenges state laws governing the involuntary
treatment of persons with mental illness. 

Finally, Congress should resist advocacy efforts to forbid using
funds for services that are not “voluntary.” States can best
determine the proper uses of their funds; at the state level we
will most effectively deal with those unable to access voluntary
treatment. Assisted outpatient treatment is an important option
for judges, who must otherwise confine someone in a hospital
for treatment, and has been shown to reduce the risk of re-hos-
pitalization, violence, homelessness and arrest.

Comparing the advancements made at the state level to failings
occurring at the federal level - for instance, the absence of dis-
cussion about anosognosia, involuntary treatment or even men-
tal health courts in the President’s New Freedom Commission
report released in July 2003 - it appears that the proper role of
the federal government in this issue is no role at all.

Legislation, litigation, and scandal
Dr. Wayne Fenton, George Washington University

Three factors have consistently influenced the government’s
perception of its role in caring for the mentally ill: legislation,
litigation and scandal. Legislation and litigation guided the fed-
eral role, but scandal emerged as the force that brought the

mental health crisis to the forefront of the American con-
science in 1946. The nation was shocked into motion by an

exposé that appeared in Life
Magazine, “Bedlam: 1946.” This
piece’s strong language, along
with its compellingly gruesome
photos, brought the true horror of
mental institutions to the nation’s
doorsteps, a theme repeated in
popular movies such as “The
Snake Pit.”

There are at least five times as
many persons with serious mental
illness in jails and prisons than in
all mental hospital beds in the
country. The current situation is
alarming, and the mental health
community is divided on how to
fix it. The most compelling scien-
tific research shows that for those

maintained on neuroleptic anti-psychotic medication, there is a
70-80 percent chance that person will not relapse, but for those
without medication or those assigned to placebo in a blind
clinical trial, the results are completely reversed. It is clear that
something must be done to get this at-risk population into care.

A new paradigm
Dr. Robert Keisling, Unity Healthcare

All the studies show that treatment works if you get it out to
the people who need the treatment. The problem is that most of
the people who need the treatment are not getting the treatment
because they don’t know they need any, or because bureaucrat-
ic policies and procedures prevent people from getting the help
they need. We need a totally new way of doing business. 

Balance and success
Stuart Butler, Heritage Foundation

When one thinks of the policy catastrophes we have seen in
this country in the last fifty years, our dealings with mental
health and with severe mental health must rank in the top four
or five. The challenge now is to find a way of achieving
Kennedy’s vision. 

The system does not function well today because there is,
among policymakers, a profound misunderstanding and lack of
knowledge about this issue, making it almost impossible to
effectively solve the problem from both a logistical and finan-
cial point of view. We are unwilling to take a financial and
political risk on an issue that we do not understand. There is
also an imbalance of political forces on the issue of mental
health and severe mental illness. Very few policymakers focus
on the severely mentally ill. Far more take the concerns of the
worried well - their more ‘valuable constituents’ - to heart.

[Protection and Advocacy 
programs] are often used to bring
lawsuits against states attempting

to reform laws governing treat-
ment, and lobby and protest

against laws that facilitate treat-
ment for those who otherwise

refuse it. Federal funds should not
be used to aid or support activity
that challenges state laws govern-

ing the involuntary treatment of
persons with mental illness.
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Fact Sheet
Impaired awareness of illness: Anosognosia
Impaired awareness of illness (anosognosia) is a major prob-
lem because it is the single largest reason why individuals
with schizophrenia and bipolar disorder do not take their
medications. It is caused by damage to specific parts of the
brain, especially the right hemisphere. It affects approximate-
ly 50 percent of individuals with schizophrenia and 40 per-
cent of individuals with bipolar disorder. When taking med-
ications, awareness of illness improves in some patients.

Impaired awareness of illness is a strange thing. It is difficult
to understand how a person who is sick would not know it.

Impaired awareness of illness is very difficult for other peo-
ple to comprehend. To other people, a person’s psychiatric
symptoms seem so obvious that its hard to believe the person
is not aware he/she is ill. Oliver Sacks, in his book The Man
Who Mistook His Wife for a Hat, noted this problem:

It is not only difficult, it is impossible for patients
with certain right-hemisphere syndromes to know
their own problems ...And it is singularly difficult, for
even the most sensitive observer, to picture the inner
state, the ‘situation’ of such patients, for this is
almost unimaginably remote from anything he him-
self has ever known.

What is impaired awareness of illness?

Impaired awareness of illness means that the person does not
recognize that he/she is sick. The person believes that their
delusions are real (e.g. the woman across the street really is
being paid by the CIA to spy on him/her) and that their hal-
lucinations are real (e.g. the voices really are instructions
being sent by the President). Impaired awareness of illness is
the same thing as lack of insight. The term used by neurolo-
gists for impaired awareness of illness is anosognosia, which
comes from the Greek word for disease (nosos) and knowl-
edge (gnosis). It literally means “to not know a disease.”

How big a problem is it?

Many studies of individuals with schizophrenia report that
approximately half of them have moderate or severe impair-
ment in their awareness of illness. Studies of bipolar disorder
suggest that approximately 40 percent of individuals with this
disease also have impaired awareness of illness. This is espe-
cially true if the person with bipolar disorder also has delu-
sions and/or hallucinations.     

Is this a new problem? I’ve never heard of it before.

Impaired awareness of illness in individuals with psychiatric
disorders has been known for hundreds of years. In 1604 in
his play “The Honest Whore,” playwright Thomas Dekker
has a character say: “That proves you mad because you know
it not.” Among neurologists unawareness of illness is well
known since it also occurs in some individuals with strokes,
brain tumors, Alzheimer’s disease, and Huntington’s disease.
The term anosognosia was first used by a French neurologist
in 1914. However in psychiatry impaired awareness of illness
has only become widely discussed since the late 1980s.

Is impaired awareness of illness the same thing as
denial of illness?

No. Denial is a psychological mechanism which we all use,
more or less. Impaired awareness of illness, on the other
hand, has a biological basis and is caused by damage to the
brain, especially the right brain hemisphere. The specific
brain areas which appear to be most involved are the frontal
lobe and part of the parietal lobe.

Can a person be partially aware of their illness?

Yes. Impaired awareness of illness is a relative, not an
absolute problem. Some individuals may also fluctuate over
time in their awareness, being more aware when they are in
remission but losing the awareness when they relapse.

Are there ways to improve a person’s awareness of
their illness?

Studies suggest that approximately one-third of individuals
with schizophrenia improve in awareness of their illness
when they take antipsychotic medication. Studies also sug-
gest that a larger percentage of individuals with bipolar dis-
order improve on medication.

Why is impaired awareness of illness important in
schizophrenia and bipolar disorder?

Impaired awareness of illness is the single biggest reason
why individuals with schizophrenia and bipolar disorder do
not take medication. They do not believe they are sick, so
why should they? Without medication, the person’s symp-
toms become worse. This often makes them more vulnerable
to being victimized and committing suicide. It also often
leads to rehospitalization, homelessness, being incarcerated
in jail or prison, and violent acts against others because of the
untreated symptoms.
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Charles “Chuck” Sosebee
Courageous advocate wins 2004 Torrey Advocacy Commendation award
Charles “Chuck” Sosebee has
been selected by the board of
directors of the Treatment
Advocacy Center as the second
recipient of the Torrey Advocacy
Commendation Award for out-
standing advocacy for treatment
of the most severe mental ill-
nesses. Chuck was nominated
by Katherine Minsk, who includ-
ed in her nomination a tribute by
Randall Hagar. Together, their description of Chuck’s
courage makes it clear why he is the winner of this
award. 

Katherine Minsk: In the five years I have known Chuck, he
has worked unselfishly and tirelessly for access to services
for severely and chronically mentally ill persons. He served
on the San Diego (CA) County Mental Health Advisory
Board, resigning to become coordinator of San Diego
NAMI’s “Living with Schizophrenia” program. He taught
“Family to Family” classes. 

He was one of the first clients to endorse LPS reform,
founding California Clients for LPS Reform, which grew to
over 300 members. He became a coordinator of the
California Treatment Advocacy Coalition, where he put his
talents to work to advocate for the passage first of AB1800
and then AB 1421. 

Randall Hagar, another coordinator of CTAC, describes
Chuck’s contribution in getting LPS reform (finally) passed.
There is not much I can add to this except that he is my
hero too, and deserving of recognition for his continued
advocacy for mentally ill persons.

Randall Hagar: I know there is no more courageous nor
more deserving person; he has made a most painful sacri-
fice... and more importantly, he has been more effective in
his inimitable way than I and I’m not ashamed to admit it.

Chuck was not only unafraid to bare his life and share his
personal story and the effects his untreated illness has on
himself and many others, but did it articulately, and perhaps
with an unmatched humor and humanity that made him
very appealing to these decision and policy makers. He did
more to advance the cause of consumers generally
because of his easiness and acceptance of his illness, and
visibly displayed the obvious fruits of his recovery (if I can
use the term) better than anyone I know before the most
important audience I know.

He was not someone you would ever forget if you were a
legislative staffer and he had a moral standing that exceed-

Tell us about your hero

The TAC (Torrey Advocacy Commendation) Award
rewards the courage and tenacity of those who self-
lessly advocate -despite criticism and opposition - for
the right to treatment for those who are so severely
disabled by severe mental illnesses that they do not
recognize that they need treatment.

REQUIREMENTS: Nominees should have a continued
and long-term focus on advocacy. They are strong
advocates, paid or unpaid, in the field of mental ill-
ness; their advocacy supports securing humane and
timely treatment for individuals suffering from the most
severe mental illnesses and assisted treatment for
those who do not recognize that they are ill. Nominees
have made a substantial difference for a community,
local or national, in terms of advocacy, awareness,
research, or legislation in this field.

SUBMITTING A NOMINATION: Submit a 500-word
essay on why the nominee should win this award.
Nominations are accepted from anyone, but people
cannot nominate themselves. Nominations cannot be
anonymous. Please include full name and contact
information of the nominator, as well as any affiliations
with the nominee. The nominee does not have to con-
sent to being nominated or be informed of the nomina-
tion. There is no entry fee. 

Nominations must be postmarked by August 1,
2004, and sent via regular mail only (no emails or
faxes) to The Treatment Advocacy Center, TAC Award
Nominee, 3300 North Fairfax Drive, Suite 220,
Arlington, VA, 22201.

The TAC award is presented at the sole discretion of
the board of the Treatment Advocacy Center.

ed that of any family member, though I often thought family
members were pretty high.

He could illustrate the dry, statistical and evidence-based
argument that is necessary to make for the sake of public
policy credibility with pithy personal anecdotes that finessed
our arguments. He absolutely skewered the opposing con-
sumers and their arguments. I think that he personally
caused many staffers to re-evaluate their own opinion of
and their own stereotypes about mental illness. That effect
is incalculable and goes beyond 1421.

Chuck has been a hero, and he’s my hero. It’s not hard to
accept your own illness when people like him are such good
models.
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Our deepest appreciation to the people and organizations who sent in memorials and tributes since our last
issue of Catalyst. We are grateful that you chose to support the Treatment Advocacy Center’s mission in mem-
ory or in honor of someone very special to you. Your generous contributions allow us to continue our mission.

– The board and staff of the Treatment Advocacy Center

Nelson and Theresa Goguen, Ashby, MA In memory of Louise Benoit
Russell Joy, Batavia, NY In memory of Renee C. Humel
William and Eleanor Thweatt, Batavia, NY In memory of Renee C. Humel
Henry and Nancy Tillman, Hillsborough, NJ In memory of Marion O’Connell
Michael Porovich, Clearlake Oaks, CA In memory of Milka Hardt (son was mentally ill and committed suicide)
David and Susan Courrejou, Salinas, CA In memory of James Hubbard
Russ and Rose VanderKlomp, Olalla, WA In honor of Better Mental Health  
Doreen Parks, Oceanport, NJ In honor of Matthew A. Parks 
Carla Jacobs, Tustin, CA In honor of Chuck Sosebee
Anthony and Judith Gaess, Montvale, NJ In memory of Kimberly Rose Gaess
Cynthia Montano, Old Bridge, NJ In honor of Elizabeth Montano
Mildred Fine, Lynbrook, NY In honor of Friendship Network of NAMI Q/N  
Linda Schoepf, Eatontown, NJ In memory of Mathew Bertram
Paul and Kathryn Stakelin, Lexington, KY In honor of Sandra Olson  
Pam Jackson, Titusville, FL In honor of my brother, Steve
Mary Zdanowicz, Arlington, VA In memory of Lori’s sister, Anne
Mary Jermance, Denver, CO In honor of Denise Fazio
Serge Weis, Bethesda, MD In memory of Anne Keenan, Lori’s sister
Loretta Ostmann, Silver Spring, MD In memory of Anne Keenan, Lori’s sister
Ronald and Judy Miller, Bethesda, MD In memory of Anne Keenan
Kexiao and Shivei Li, Falls Church, VA In memory of Anne Keenan
Shen and Ruibai Zhong/Luo, North Potomac, MD In memory of Annie
Erin Moriarty, Long Beach, CA In memory of Ethel Mae Durbin
Walter and Mary Born, Aberdeen, NJ In honor of Keith and Karen Born  
Michael Knable, Bethesda, MD In memory of Anne Keenan
Shari Steinberg, New York, NY In honor of Uncle Peter
Alan and Linda Van Broeke Pierce, Sante Fe, NM In honor of Everett A. Drake (our cousin with schizophrenia) 
Charles and Lucretia Dorchy, Beltsville, MD In honor of Kamal and Andre Dorchy, The Dorchy children  
Richard and Linda Berglund, Brooklyn Park, MN In honor of Kris Berglund  
John and Linda Lewis, Davenport, IA In honor of Patrick Lewis
Louise Schnur, Auburn, CA In memory of Jack Jones (my brother)
Nelson and Theresa Goguen, Ashby, MA In honor of Elaine M. Hill  
Sheila Burke, Tampa, FL In memory of Danny Goodall
Richard Cleva, Washington, DC In memory of Henry Cleva
Richard and Ruth Fischer, Pittsburgh, PA In honor of Rachel Diaz, NAMI Miami, Florida 
A.J. and Jane Carlson, Westlake, OH In memory of Christopher Carlson
Claire Griffin-Francell, Dunwoody, GA In memory of Victoria Conn
Ted Schultz, Chelan, WA In honor of all you’re doing to help
Ken and Lynn Tarter, Bismarck, ND In honor of our son, Brett Tarter  
Henry and Danette Dieffenbach, Rockingham, NC In honor of Pattie Hunt  
Patrick and Vicki Kennedy, Satellite Beach, FL In honor of Bente P. Kennedy, 
Harding and Marion Sortevik, Amherst, NH In honor of son, Paul  
Blake and Nancy Temple, Davis, CA In honor of our son, Nathan Temple  
Raymond and Lauraine Putnam, Batavia, NY In memory of Renee C. Humel
Norman and Patricia Bishop, Corvallis, OR In memory of James C. Bishop
Loretta Holcomb, Kingman, KS In memory of Marie J. Freund
Ted Holcomb, Wichita, KS In memory of Marie J. Freund
Glenn and Rose Freund, Hutchinson, KS In memory of Marie J. Freund
Theresa Stark, Cunningham, KS In memory of Marie J. Freund
Elmer and Johnna Freund, Cunningham, KS In memory of Marie J. Freund
Josephine Strohl, Pratt, KS In memory of Marie J. Freund
Marvin Reif, Wichita, KS In memory of Marie J. Freund
Roman and Rose Mary Kerschen, Kingman, KS In memory of Marie J. Freund
Lynn Smith, Kingman, KS In memory of Marie J. Freund
August and Vada Freund, Great Bend, KS In memory of Marie J. Freund

Memorials and Tributes

“I am so proud to be
part of TAC; the work
you do is invaluable.”

- from a letter sent in with a donation
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Neal and Mildred Schaefer, Ormond Beach, FL In memory of C. Martha Shilling
Marilyn Kinman, Choudrant, LA In memory of Amy Machen
Jeannie Morris, Beaumont, TX In honor of son, Tracy Russell  
Sharon Gilpin, Chesapeake, VA In honor of Deborah Gay Gilpin 
Larry and Mary Bacon, Winter Park, FL In memory of Deputy Gene Gregory and Alan Singletary
Frances Ashurst, Hemet, CA In honor of Larry Erskine, and in memory of Jeanine Erskine
Merry Kelley, Hiawatha, IA In memory of my daughter, Bonnie Picard
Bill and Alice Petree, Sanford, FL In memory of Alan Singletary and in honor of Sheriff Donald F. Eslinger
Samuel Snyder, Waynesboro, VA In memory of Mark D. Synder
June and John Husted Travis, Rancho Palos Verdes, CA In memory of Todd Ellery Husted
Ellen Liversidge, Silver Spring, MD In memory of Robert P. Liversidge, III
Linda Gregory, Enterprise, FL In memory of Deputy Eugene Gregory
Loretta Ostmann, Silver Spring, MD In honor of Mary Zdanowicz
Alex and Larita Pryor, Austin, TX In memory of Johnny Lindley
Verla Demopoulos, Dyer, IN In honor of NAMI Kankakee 
Clyde Topping, Annapolis, MD In memory of Caleb Topping
William and Marianne Kernan, Pinehurst, NC In honor of families of all who suffer from mental illness  
Anne Lange, Norfolk, NE In honor of the Norfolk Regional Center (a state mental hospital)  
Susan Cleva, Bellevue, WA In memory of Henry Cleva
Hollis and Marilyn Booth, Inverness, FL In honor of all who persevere in the cause
Diane Derow, Philadelphia, PA In memory of Leslie Derow (suicide 1-14-73)
Beatrice Rose, Anchorage, AK In memory of Nathaniel Rose (1959-1993)
Rudy and Helen Ridolfi, Auburn, CA In honor of Treatment Advocacy Center 
Eileen Stack, St. Paul, MN In memory of Tom Stack
Nils Thompson, Phoenix, AZ In memory of Agnes Thompson
Violet Cornish, Washington Crossing, PA In honor of Steve Ketels
Leslie El-Sayad, Oak Ridge, TN In honor of Tarik El-Sayad
Bruce and Mary Ellen Wiley, Chandler, AZ In honor of Mike Wiley 
Janine Toman, Springfield, IL In honor of Julia S. Toman 
Sarah Webb, Alstead, NH In honor of Jeremy B. Webb  
Thomas Brett, Kew Gardens, NY In honor of D.J. Jaffe  
Martha Strong, Nashville, KS In memory of Marie J. Freund
Barbara Fischer, Cunningham, KS In memory of Marie J. Freund
Joe Cobb, Florence, AL In memory of Virginia Goad
Nelson and Theresa Goguen, Ashby, MA In memory of Joan Pesola
Elsie Quinton, Auburn, CA In memory of John Law
George and Nina Lacombe, Salt Lake City, UT In memory of Susan Gall
Leo and Ruth Ann Booms, Warren, MI In honor of Amanda Booms  
Jack O’Brien, Wayne, PA In honor of Richard J. O’Brien 
D.J. Jaffe, New York, NY In honor of Mary Z. 
Ingrid Silvian, Columbus, OH In honor of Deborah Gleeson  
J. Christopher Hardman, Callaway, MD In memory of Scott Hardman
Laurie Flynn, New York, NY In honor of E. Fuller Torrey, MD
Lil Kenny, Hopelawn, NJ In honor of Mary Zdanowicz
Walker and Sydney Pettyjohn, Lake Junaluska, NC In memory of Stephen Kemp
Patrick Rose, Lafayette, CO In honor of all who suffer, in memory of all tragedy
Marion Smith, Crosslake, MN In memory of Scott Hardman
Marie Ziegler, Monmouth Beach, NJ In honor of family/friends of MHA
William and Ilene Wells, Cedarburg, WI In honor of Paul Flannery  
Lisa Buchanan, San Francisco, CA In honor of E. Fuller Torrey’s immeasurable contributions  
Gwen Luce, Palo Alto, CA In honor of Stephen R. Luce, Jr., my son 
Satyajit and Heather Chatterjee, CranberryTownship, PA In memory of Renee Cathryn Humel
Dan and Jesse Greco, Southampton, PA In memory of Sharra Hurd
Richard and Carol Boos, Portland, OR In memory of Mary L. Boos
Geraldine Hatfield, Henrico, NC In memory of Bradley E. Smith
Vini Nielson and Gladys Herreid, Seattle, WA In honor of Natalie 
Jeffrey Geller, Worcester, MA In memory of Walter Barton
Michael and Marcia Mathes, Orlando, FL In memory of Deputy Eugene Gregory and Alan Singletary
James and Loretta Normile, Olney, MD In honor of William P. Brush  
Robert and Kathleen Barry/Burnett, Berkeley, CA In memory of Jack Atkinson (1969-1998)
Robert and Evelyn Burton, Potomac, MD In honor of Rosanna Esposito, Jonathan Stanley, Alicia Aebersold 
D.J. Jaffe, New York, NY In honor of Mary Zdanowicz  
Emil and Adrienne Nagy, Athens, OH In memory of Peter Nagy
Glory Sandberg, Wilmington, DE In memory of Sharra Taylor Hurd

“Your efforts to improve
the treatment of people

who have mental 
illnesses are greatly

appreciated, as are your
efforts to educate the

public.”
- from a letter sent in with a donation
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Paul and Nancy Merola, Austin, TX In hope and grateful acknowledgement of Dr. Torrey and Mary’s work for a cure  
Roderick and Betty Hooper, Double Springs, AL In memory of Virgil Davis
E. Fuller Torrey, Bethesda, MD In memory of Anne Keenan
June Crouch, Scottsboro, AL In honor of Dr. E. Fuller Torrey and in memory of Rick Webb
James and Iva Chambers, Roanoke, VA In honor of Dr. Torrey 
Tammy and Joe Napoli, Middletown, NJ In honor of Robert Napoli  
Jesse Stinson, Birmingham, AL In honor of the work done by Dr. E. Fuller Torrey and staff  
LaVerne Kemp, Tehachapi, CA In honor of Dr. E. Fuller Torrey and in memory of my son, Thomas Kemp
Carla Jacobs, Tustin, CA In honor of Unitarian Universalist Church of Long Beach and Patrick Coffer
Faith and Robert Dickerson-Yolken, Baltimore, MD In memory of Anne, Lori Keenan’s sister
NAMI Cape Cod, Hyannis, MA In memory of Scott McMillan
Terry McCue, Red Bank, NJ In memory of Joan T. McCue
Janet Olson, Versailles, KY In memory of Sandra Olson
Betty Robertson, Florence, AL In honor of David Robertson 
Donald and Judith Turnbaugh, Palm Harbor, FL In honor of Daniel Moschelli 
Alice Fitzcharles, Media, PA In honor of TAC staff and board of directors  
Barbara Williams, Poland, OH In honor of Robert N. Williams  
Melinda Cohen, Dove Canyon, CA In honor of Jordan Y. Molina (my son)  
Donna Trent-Heite, Silver City, NM In honor of T. Justin Burchess  
James and Cindy Pinto, Paul Smiths, NY In honor of David Richard Vanderhoff  
George and Mary Weber, Tucson, AZ In memory of Saleem Shaw
Gale Barshop, Alexandria, VA In memory of my sister, Lynn Arden
John and Susan Duff, Belleville, MI In honor of Jeffrey Bugg  
Gerald Dubow, Glen Oaks, NY In honor of NAMI Queens/Nassau  
Nelson and Theresa Goguen, Ashby, MA In memory of Therese P. Turgeon
Beverlee Boecher, Glen Ellyn, IL In memory of Pat Coffer
Pamela Brees, Fremont, CA In memory of Patrick Coffer
Jon and Cathie Byer/Livingston, Willits, CA In memory of Patrick Coffer
Anne Hudson, Grosse Pointe, MI In memory of Ellen Rouse
Mark and Cindy Dabkowski, Livonia, MI In memory of Patrick Coffer
Raymond and Audrey Redlin, Friendship, WI In memory of Patrick Coffer
Mark and Kathleen Archer, Mill Valley, CA In memory of Patrick Coffer
Sharon Waddell, Pomona, CA In honor of Steven Waddell  
Sue Petkovsek, Madison, WI In honor of Brian Gerred  
Regina Benton, Abita Springs, LA In honor of Cathy Benton  
Mary Pettersen, Hammond, IN In honor of Andrew Miller  
Helen Garthwait, Westland, MI In memory of Patrick Coffer
Thomas and Harriet Kitazawa, San Jose, CA In memory of Patrick Coffer
Philip Creps, Waterville, OH In honor of David Creps 
Lawrence Gross, Harrison, MI In memory of Pat Coffer
Carl and Adele Kaschenback, Dallas, PA In honor of Bill Jancik 
John and Marianne Tampanello, King of Prussia, PA In memory of Mark Forry
Kitty Yelenosky, Austin, TX In honor of Michael Yelenosky  
Charles and Charlotte Mueller, Ormond Beach, FL In honor of Marianne Mueller  
Neal and Naomi Lonky, Yorba Linda, CA In honor of Jeff Hoblin 
Isabel Ehrenreich, Flintridge, CA In memory of Mark Ehrenreich
Bettye Siebels, St. Louis, MO In memory of Leonard A. Siebels
Janice White, Feeding Hills, MA In honor of Jane and Tex Moser 
Ron and Sunny Chandonais, Kila, MT In memory of Patrick Coffer
Michael and Louise Kenny, Portage, MI In honor of NAMI of Kalamazoo 
Linda Davis, Holmes Beach, FL In honor of Nathaniel  
Bob and Joyce Tone, Sarasota, FL In honor of Elizabeth Tone  
Raymond and Florence Lemke, Milwaukee, WI In memory of Kristin Epperson
Mary Beatty-Collins, Cumberland, MD In honor of Craig A. Beatty (son)
Nelson and Theresa Goguen, Ashby, MA In honor of Jane Moser
Cheryl Pachinger, Newark, CA In honor of Jeffrey Pachinger
Mary Wade, Princeton, West Virginia        In honor of Kenneth R. Wade Jr.
Judy Hutchins, Ossineke, MI                       In honor of NAMI of NE Michigan
Olive Jones, Atlantic Beach, FL In memory of Wyly Jones
Dallas and Susan Lee, Titusville, FL In memory of Isabel Hayden
Bill Gesch, Lilburn, GA In memory of Patrick Coffer
Wanda Ranger, Panama City Beach, FL In memory of Page Mason Hime
Karen Hemila Schilde, Everett, WA In honor of Dr. Nonie Hall
William and Marianne Kernan, Pinehurst, NC In honor of all those suffering from mental illness 
Rose May Thibeaux, Lafayette, LA In memory of John Thibeaux - my husband, a dedicated mental health advocate

“Thank you for all of the
work the Treatment

Advocacy Center has
been involved in over
the years in helping to
change the treatment
laws in many states
around the country.”

- from a letter sent in with a donation
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Treatment Advocacy Center
703 294 6001 (phone)
703 294 6010 (fax)

info@psychlaws.org (email)
www.psychlaws.org (web site)

3300 North Fairfax Drive, Suite 220
Arlington, VA 22201

ADDRESS SERVICE REQUESTED

Nonprofit
Organization
U.S. Postage

PAID
Permit No. 570

Washington, DC

The Treatment Advocacy Center does not accept funding from pharmaceutical companies or entities involved in the
sale, marketing or distribution of such products. Donations from friends like you are vital to our success. Without indi-
vidual donors, TAC would not be able to support legislative efforts in states across the country, prepare and maintain
materials for everyone from family members to reporters, testify at hearings, or help struggling families via phone. 

TAC has established a strong track record over the last five years - we are stable and we are successful. We hope that
you will join in celebrating TAC’s successes as we launch our next five years. Please consider a donation so that we
can continue fighting for those who are too sick to help themselves. Thank you.

(Please print all information except signature)

My check/money order is enclosed, made payable to the “Treatment Advocacy Center”

Charge my credit card (check one):  VISA  Mastercard  AMEX

Account number: _____________________________________ Expiration date:_________________

Signature (as on card): ________________________________

Name: ______________________________________________

Address: ____________________________________________

City: ________________ State: _____ ZIP: ________________

Phone: _______________________ Email: ________________

Gift is in memory of: Gift is in honor of:

__________________________________________________

I want to help the Treatment Advocacy Center with a gift of $ _____________

Thank you for your generous support.
Treatment Advocacy Center
3300 North Fairfax Drive, Suite 220
Arlington, VA 22201

The Treatment Advocacy Center is a nonprofit 501(c)(3) organi-
zation: gifts are tax-deductible to the extent allowed by law.

Winter 2003/Spring 2004

“Amidst the cacophony of 
pseudo-civil rights and political 
correctness, TAC speaks with a
clear voice of common sense.” 

- E. Fuller Torrey, M.D.


