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Introduction

 Edmond ,you didn't die

you were MURDERED -

murdered by shrinks,

murdered by goons-in-white

murdered by libelous labels like

"paranoid schizophrenic"

"psychotic"

labeled for life

targeted like a Jew in the Holocaust

lobotomized by Haldol

you resisted and escaped

the Clarke psychoprison

your rebellious homeless spirit in hand

MY NAME IS EDMOND WAI HONG YU

I tried like hell

died fighting fascist cops and shrinks

died fighting racist landlords

yeah that's who I am

I'm your comrade, your brother

don't forget me, don't forget (1)

I proudly call myself a psychiatric survivor, antipsychiatry activist, social justice activist and anarchist. These are the only self-defining labels I accept. Please don’t call me “consumer/survivor,” “user of psychiatric services,” or “ex-mental patient”. These are inaccurate, insulting, offensive labels. They only perpetuate psychiatry’s fraudulent biomedical model of “mental illness,” forced treatment, and the “mental health system” – a euphemism for what should be called the psychiatric police state. I’m proud I survived involuntary committal (preventive detention) and the torture of forced insulin shock in the early 1950s at McLean Hospital (a Harvard-affiliated psychoprison near Boston). I’m proud of all who have survived psychiatric abuse and civil and human rights violations. At the same time, I’m damned angry that so many other brothers and sisters have been and will be permanently traumatized, disabled, or killed as a result of psychiatry’s “safe and effective treatments.”

My cousin Hope killed herself in 1988, a few years after being locked up, heavily drugged and lobotomized. “Safe and effective” medication, such as the neuroleptics and antidepressants, “safe and effective” electroshock (ECT) and “safe and effective” psychosurgery (“lobotomy”) have already permanently disabled and disempowered millions and killed thousands worldwide; they continue harming and killing in the name of “mental health.” I will never shut up about this; silence is complicity.

During the last 30 years, along with many other survivors and activists in Canada, the United States and Europe, I have frequently spoken out against and protested the psychiatric system, and particularly institutional psychiatry. The latter is inherently coercive, demeaning, anti-democratic and fascistic; even when it doesn’t kill people, it destroys the human spirit. Those of us who have been locked up in a psychoprison (“mental health centre,” psychiatric ward or forensic unit) for months or years are lucky to get out alive. As U.S. dissident psychiatrist Peter Breggin has warned, if a doctor threatens to commit you to a psychiatric facility, “run for your life.” If you are locked up for whatever reason, find a civil rights lawyer or advocate and start fighting for your freedom as soon as possible. The longer you’re locked up, the greater the risk to your health and life. Back in the 1950s, I survived nine psychiatrists and 15 months of incarceration, including 110 insulin shock treatments. A perfectly normal adolescent identity crisis and open displays of non-violent anger were pathologized as “schizophrenia.” The psychiatrists, in collusion with my family, locked me up, insulin-shocked and traumatized me.

Some years ago, I arrived at this conclusion and radical position: the “mental health system” can not be reformed; it must be abolished. This oppressive system needs to be dismantled, and replaced with non-medical, community-based and humane alternatives. These include survivor-run self-help/support groups, supportive housing, safe runaway houses, and survivor-run drop-ins and crisis centres that stay open 24 hours a day. Instead of locked wards, we need safe places that can provide humane and sensitive care and support, and don’t pathologize crisis or trauma. Safe places that respect human rights, like our right to be treated with respect and dignity.

Institutional psychiatrists are dangerous control freaks. They don’t practise medicine; they promote social control and prescribe traumatizing procedures: physical restraints, solitary confinement (“seclusion”) forced drugging, electroshock (ECT) and psychosurgery (“lobotomy”). All too often, psychiatrists and other mental health professionals sanitize torture and medical malpractice as “treatment.” Many hide behind the euphemism “service provider.”

Consider, for example, the term “safe and effective” as it is used to describe psychiatric “medications” and “side effects”. The truth is that psychiatric drugs are dangerous, and their so-called side effects are direct, lobotomizing effects. I’m talking about the neuroleptics (“antipsychotics”) and “antidepressants” that disable, immobilize, and threaten our health, and sometimes kill. These drugs are toxic chemicals (“neurotoxins”) that assault and damage the brain. The neuroleptics (literally, “nerve-seizing”) make people look and act like zombies, apathetic or indifferent to whatever is happening around them. The term “antipsychotic” is a misnomer, because these drugs don’t combat or relieve “psychosis.” They frequently cause many serious neurological disorders, including tardive dyskenisia, dystonia, tardive dementia, parkinsonism, and the life-threatening Neuroleptic Malignant Syndrome.

As for the “antidepressants,” they are handed out like candy to millions of people, especially women and the elderly, labelled with “clinical depression,” “bipolar mood disorder” and “postpartum depression.” These drugs do not relieve depression; rather, they anaesthetize emotion. Even more alarming, they often trigger suicidal ideas, suicide attempts, rage, and violence, including homicidal outbursts. The late environmental activist Tooker Gomberg jumped to his death off a Halifax bridge two weeks after his psychiatrist prescribed the SSRI antidepressant Remeron (mirtazapine) and failed to warn him of its suicide risk. 

Then there is electroshock (electroconvulsive “therapy”), commonly called “shock treatment” or “ECT.” Many people, including highly educated professionals, after viewing the horrific shock scene in One Flew Over the Cuckoo’s Nest, believe “ECT” is no longer, or at least less frequently, prescribed. However, electroshock has been increasingly used in Canada, the United States and other countries as a treatment for depression and “schizophrenia.” Its main targets are women and the elderly, and especially elderly women. This so-called treatment, which psychiatrists tout as safe, effective and lifesaving, has already caused a virtual pandemic of brain damage, including permanent memory loss and other “cognitive impairments.” It has also sparked several public demonstrations and protests since the early 1980s. (see Appendix 2-Chronology) 

And let’s not forget two- and four-point physical restraints and “seclusion” (solitary confinement), which psychiatrists routinely order for “unmanageable,” “out-of-control” or “non-compliant” patients on virtually every psychiatric ward. Psychiatric survivors experience these restraints and social isolation as cruel and unusual punishment or torture. Restraints and “solitary” terrorize and re-traumatize people who have already been through hell, leading to despair, hopelessness  and feelings of abandonment – and  sometimes death. 

Psychiatrists lie all the time – not only to patients and families, but even to themselves – when they diagnose/stigmatize their patients with such labels as “psychosis,” “mental illness,” “schizophrenia”, “bipolar mood disorder,” and “attention deficit hyperactivity disorder” (ADHD) – to name only a few of the ever-increasing number of psychiatric labels exposed as fraudulent. These so-called “mental disorders” are not real diseases. They don’t refer to any biological or disease process in the body. Nevertheless, they’re hyped as illnesses or brain diseases by biological psychiatrists and the mainstream media. As dissident psychiatrists Thomas Szasz and Peter Breggin and several other critics have pointed out, psychiatric diagnoses are metaphors for non-conformist or dissident perception and behaviour. Behaviour labelled “schizophrenic” or “psychotic” is an expression of personal life crises and other intense emotional, spiritual or mystical experiences. Psychiatrists lie when they tell patients and families their “illness” is caused by a “biochemical imbalance” in the brain. Independent researchers and critics have thoroughly exposed this hypothesis as completely false – more evidence of medical fraud. (2)

Psychiatrists lie when they tell patients they must take high-risk antidepressants and/or neuroleptics for the rest of their lives or risk further hospitalization or relapse. As Szasz has clearly and concisely explained in numerous writings, ”mental illness” is a myth, and “schizophrenia” a medical scandal. Doctors who treat people, usually against their will and always without real informed consent, for non-existent diseases, are nothing but quacks.

Equally alarming, psychiatrists are authorized to act like judges/juries/jailors when they label, sentence and lock up (commit) people with no trial or public hearing. And this practice is unfortunately legal under virtually all mental health legislation.

Psychiatrists who prescribe and promote forced treatment – such as drugging and electroshock without informed consent – and involuntary committal should be charged with civil or criminal offences. They have no respect for the civil and human rights of their “patients.” Despite so-called “legal protections” or “procedural safeguards” in mental health acts, our human rights – notably including the right to be treated with respect and dignity – are constantly violated in every psychiatric facility in Canada, the United States and other allegedly “free and democratic” countries. (Statistics Canada, http://www.statcan.gc.ca/daily-quotidien/071121/dq071121b-eng.htm.)

It’s time for people to wake up and realize that the “mental health system” is a psychiatric police state based on social control and police powers – conspicuously missing are humane treatment, healing, understanding, mutual caring, respect and compassion, which are supposedly “core values” in North American society. As widely-respected electroshock survivor, author and critic Leonard Roy Frank has frequently asserted, the psychiatric system is based on “the three Fs: Fear, Force and Fraud,” and especially on force, and the threat of force, used against some of the most powerless, vulnerable and exploited citizens among us.

I’m talking about people libelled, slandered and stigmatized with labels like “crazy,” “mental,” “psycho,” “psychotic,” “schizophrenic,” “bipolar,” “paranoid,” and “weird.” These pejorative labels are unfortunately still voiced by bigots, the police, the media and general public, usually with contempt, condescension, disgust –and sometimes with sheer hatred. People generally get away with such hate-mongering because, as a society, we’ve devalued, marginalized, discriminated against, and scapegoated those who suffer from emotional or psychological problems or who are going through a traumatic identity or life crisis, as “those people”; as “not like us.”

We’re quick to perceive people we don’t like, can’t understand or feel threatened by as less than human, just as we’ve done with labels like “disabled,” “retarded,” “homo,” “queer,” or “nigger.” As a society, we scapegoat and marginalize the vulnerable. Seeing others as less than human makes it easier to deny or ignore our own weaknesses, biases and prejudices. We use it as an excuse to avoid taking the actions needed to resolve urgent social crises and injustices (including homelessness and the lack of affordable housing, poverty, racism, sexism, ableism, sane-ism and human rights violations committed by psychiatry and the state). Labelling people “other” – as  “those people” – is not just a distancing tactic. Historically, it has also been a prelude to killing or murdering them. In Nazi Germany, those deemed “mentally defective” or “mentally ill” – along with people who had physical or developmental disabilities – were labelled “untermenschen” (subhuman), and relegated to the category of “life not worthy of life” shortly before being starved, drugged, and gassed to death in the infamous killing centrea within the Nazi “T4/euthanasia” program. This mass-murder was administered and perpetrated by German doctors, including many psychiatrists – and approved, though not ordered, by Hitler. 

I know a lot about the psychiatric police state, because I‘ve seen it from both sides; as a “patient” in the 1950s and as a psychologist in the 1960s-1970s. The power structure in the “mental health system” hasn’t changed in all that time. It’s still hierarchical, patriarchal, sexist, heterosexist, racist,  ableist and classist. The psychiatrists are still on top as judges/juries/stigmaticians/executioners. The psychologists, therapists, social workers, nurses and attendants are in the middle. The maintenance and cleaning staff come next. The patients are at the very bottom. The consequences of this state-sanctioned pyramidal power structure and the violence flowing from it have been horrific. They include the total failure of “deinstitutionalization,” the unconscionable and obscene growth of homelessness and poverty, and the worldwide spread of brain damage and many other iatrogenic (“treatment”-caused) disabilities and diseases. Chances are you haven’t read or seen much of the material on which this book is based. Most is unpublished; it’s “too controversial” for the mainstream, corporate-controlled media. 

Based on my 35 years of antipsychiatry and social justice activism, this book focuses on several key issues inherent in the psychiatric system, and on the struggle against this system and for human rights. Psychiatry, poverty and homelessness are closely interrelated. If you haven’t noticed, many people who are locked up, drugged, electroshocked and labelled “incompetent” or “incapable” are poor, homeless or under-housed. Roughly 75% are unemployed. Many are people of colour (including a shocking number of alienated and angry aboriginal or black youth); recently arrived immigrants and refugees; single or divorced women on Welfare (some re-victimized as “bag ladies” on the street) – in other words, the most stigmatized, discriminated against, vulnerable, and oppressed among us. A disproportionately large number of people of aboriginal or African descent are also locked up, forcibly drugged, abused and re-victimized in regular prisons, through the criminal justice system – where we see crystal-clear evidence of state-sanctioned racism, classism and sexism. 

At approximately 130 prisoners per 100,000 population, Canada has one of the highest incarceration rates in the Western world. It locks up many innocent citizens who are routinely denied fundamental human rights. The vast majority, I’m convinced, have committed no acts of violence – no physical or sexual assaults, no murder – yet they’ve lost their freedom, and sometimes their spirit, which is a terrible tragedy. They are locked up because their nonconformist or dissident behaviour threatens the power structure and the conventional middle-class rules and values of authorities: parents, doctors, judges, employers, the police, politicians. Acting “strange,” “weird,” “bizarre” or in an eccentric fashion; expressing beliefs that don’t conform to notions of consensus reality (“delusions”); and seeing things or hearing voices not seen or heard by others (“hallucinations”) are not symptoms of “mental illness.” Rather, they are attempts to deal with serious loss, trauma, severe stress, or life crises. Thanks to the dominance of the medical model and other psychiatric propaganda in North America and Europe, millions of troubled and innocent people are frequently perceived and punished and re-traumatized as ”mentally ill” and denied their civil, constitutional, and human rights – all in the name of “mental health.”

Poverty, homelessness, and diagnoses of “mental illness” are not medical issues – they are serious social injustices and human rights violations that could be eliminated or prevented if people really cared; if government officials and politicians showed some political will. Instead of addressing and working to remedy these injustices as top-priority issues demanding immediate action, authorities avoid or deny them by blaming/scapegoating the victims. Again and again, we see state-sanctioned copouts. Human rights violations committed in the name of “mental health” should not be tolerated in Canada or any other so-called “free and democratic” country.

As a society, we’ve given psychiatrists police powers under provincial and state mental health laws. Every day, they label, forcibly treat, lock up and permanently stigmatize vulnerable and perhaps problematic but essentially innocent people. People we’d rather not deal with or recognize as human beings just like the rest of us. If members of the federal and provincial governments, including ministers responsible for health and housing and social issues, took the time to find out what’s really happening to their own friends and relatives on psychiatric wards and in “mental health” centres, nursing homes, shelters, and poor communities and Native reservations across Canada, they would be alarmed and angry – and probably less eager to hand over responsibility for “fixing” people’s problems to the psychiatrists and other mental health professionals.

This book is born of rage and resistance. It is both personal and political, and largely based on my experiences as an antipsychiatry and social justice activist in Toronto since 1972. That’s the year I resigned from Queen Street Mental Health Centre and stopped calling myself a psychologist – two of the better decisions in my life.

Aside from my own experiences “inside,” I’ve visited many brother and sister survivors and been shaken by seeing them locked up, humiliated and assaulted in “mental health” centres and on the psychiatric wards of general hospitals. (3)

I try to keep in touch with other psychiatric survivor activists, social justice advocates and critics, and a few dissident health professionals in Canada, the United States and other countries, through conferences and on the internet. I subscribe to survivor-controlled e-mail lists where we communicate through personal letters and testimony, and by sharing critical articles about forced drugging, drug deaths, electroshock, legal cases against notorious psychiatrists and psychoprisons, the latest “Big Pharma” scams, public demonstrations, and legal victories against psychiatric crimes. These contacts continually inform and move me, fuelling my rage, my passion to speak out, act out, resist.

This book highlights several human rights and social justice issues I’ve struggled with since the 1970s. My tone is one of unapologetic passion and outrage. The book includes a multi-layered collection of mostly unpublished articles, briefs, rough notes, letters to the editor (I’ve written hundreds) and rants I’ve written over the last 25 years. I’ve selected these documents to reflect my activism and discuss several major issues: fraudulent psychiatric labels (especially “schizophrenia”); Dr. Ewen Cameron’s CIA-sponsored brainwashing experiments and the stories of some of his Canadian victims; insulin shock and electroshock (“ECT”) as instances of psychiatry-and-state-sanctioned violence; forced drugging and “Big Pharma”; Ontario’s community treatment orders; survivor deaths and the resulting inquests and cover-ups; police violence; media bias; Phoenix Rising (the former anti-psychiatry magazine in Canada); and ideas for a psychiatry-free society. 

I hope this book achieves two major objectives: the deconstruction of psychiatry as an oppressive social control system; and the encouragement of other activists and critics to continue speaking out and struggling against psychiatry-and-state-sanctioned oppression and for human rights for some of the most vulnerable and oppressed among us – our brothers and sisters. 

NOTES:

1. Excerpt from Nameless-Homeless, an unpublished rant-in-progress I wrote in 2000 and dedicated to Edmond Yu and thousands of other homeless psychiatric survivors killed by psychiatry, the police and the state. 

2. see T. Szasz (1961, 2007) The Myth of Mental Illness; Coercion As Cure; see also, F.Baughman Jr & C. Hovey (2006).The ADHD Fraud; and R.Whitaker (2010). Anatomy of an Epidemic - all are brilliant and powerful exposes of fraudulent psychiatric labeling, forced drugging and other psychiatric abuses of children and adults in the United States. In August 2003, six psychiatric survivors launched an historic hunger strike (“Fast for Freedom in Mental Health”) that brilliantly exposed psychiatry’s biomedical model of “mental illness” as unscientific and fraudulent. An expert panel of fourteen widely respected scientists and health professionals wrote a powerful reply to the American Psychiatric Association in support of the strikers. In response to several questions posed by the strikers, the APA failed to produce one scientific study to support their claim of a biological or biochemical basis of  “mental illness.” The Hunger Strike Debate below is worth reading.: http://www.mindfreedom.org/kb/act/2003/mf-hunger-strike/hunger-strike-debate. 
3. For powerful personal stories of psychiatric abuse and struggle by psychiatric survivors in Canada and the United States, see these excellent sources, a few of many: 

B. Burstow and D. Weitz,eds.(1988). Shrink Resistant: The Struggle Against Psychiatry in Canada. Vancouver: New Star Books; J. Chamberlin (1977). On Our Own: Patient-Controlled Alternatives to the Mental Health System. Reprinted by Mind Publications (1988); D. Weitz (1990). “Phoenix Rising: Its Birth and Death”. Borderlines, #19, Fall, 14-17; J. Grobe, ed.(1995). Beyond Bedlam: Contemporary Women Psychiatric Survivors Speak Out. Chicago: Third Side Press; I. Shimrat (1997). Call Me Crazy: Stories From the Mad Movement. Vancouver: Press Gang; W. Funk (1998). “What Difference Does It Make?” (The Journey of a Soul Survivor). Cranbrook, B.C.: Wildflower Publishing Co;

Kate Millett (1990). The Loony-Bin Trip, New York: Simon and Schuster; Shelagh Lynne Supeene (1990). As For the Sky Falling: A Critical Look at Psychiatry. (Toronto: Second Story Press); see also, Appendix 2: Antipsychiatry Bibliography. 

Part I. Psychiatric Fraud: Diagnostic Labels and Stigma (1)

“. . .psychiatric diagnoses . . .[are] swung as semantic blackjacks; cracking the subject’s respectability and dignity destroys him just as effectively, and often more so, as cracking his skull. The difference is that the man who wields a blackjack is recognized by everyone as a public menace, but one who wields a psychiatric diagnosis is not.

-  Thomas S. Szasz, U.S. psychiatrist, “Psychiatric Classification as a Strategy of Personal Constraint,” Ideology and Insanity (1970)

“Drapetomania”

- the medical diagnosis invented by Dr. Samuel Cartwright for runaway slaves in the United States (1843), cited in H. Kutchins & S. A. Kirk. Making Us Crazy – DSM: The Psychiatric Bible and the Creation of Mental Disorders (1997).

Label jars – not people 

- a popular slogan on some buttons/t-shirts/bumper stickers 

Psychiatry’s diagnoses are fraudulent, libellous, and dangerous because they frequently result in health-threatening, and sometimes even life-threatening, consequences. Obviously, these labels need to be deconstructed. Psychiatry’s diagnostic labels – more than 350 so far in the American Psychiatric Association’s forthcoming fifth edition of its Diagnostic and Statistical  Manual of Mental Disorders/DSM-V – constitute a major weapon of social control and serve a strategic purpose. Using the language of medicine, psychiatry fulfills its main purpose of social control by pathologizing nonconforming or strange behaviour, and the struggles undergone during severe personal crises, as forms of “mental illness.”

To paraphrase Dr. Thomas Szasz, arguably the most widely respected critic of psychiatry, the state has authorized psychiatry to “get rid of citizens it doesn’t want.” In short, psychiatric labels facilitate marginalization, social exclusion and stigmatization – some of the worst forms of social/political oppression. Once a psychiatrist labels you (often with more than one diagnosis), you are all too likely to be locked up in a psychiatric ward (“involuntarily committed”), abused/tortured (forcibly treated), and stigmatized for life.

In collusion with the transnational drug companies (Big Pharma) driven by the prospect of making big and quick profits, psychiatrists invent ever-increasing numbers of bogus diagnoses every year. Here are just a few examples: “Social Anxiety Disorder” (common shyness or “stage fright”), “Pre-Menstrual Dysphoric Disorder” (common discomforts and physiological reactions many women experience during their periods), and “Attention Deficit Hyperactivity Disorder/ADHD” (high energy level, distractibility or restlessness shown by many normal school-age children, especially boys). There is a clear relationship between the increasing number of diagnostic labels and the increasing number of new or “atypical” antidepressants and neuroleptics. 

Psychiatry’s diagnostic labels are one of the biggest frauds in the history of medicine. As Szasz and others have pointed out, “mental illness” is a myth – a metaphor for major personal crises in our lives. The term is illogical for two reasons: 1) The mind is a theoretical concept, an idea; ideas or concepts cannot be ill or diseased; and 2) In medicine, the terms “illness” and “disease” refer exclusively to the body. This is what the medical model is basically about. However, biological psychiatry has hijacked and dishonestly exploited this model in order to gain credibility as a “medical science” and, more importantly, for the purpose of controlling people in crisis by labelling them. Diagnostic labels officially discredit and stigmatize citizens whom psychiatrists and other authorities frequently misperceive and misjudge as threatening or “potentially” dangerous. The power to label is the power to stigmatize and oppress. Psychiatric labelling is the first stage of social control. (1)

The two articles below are relevant and, I hope, consciousness-raising. The first, “Call Me Antipsychiatry Activist – Not Consumer,” discusses my reasons for rejecting the labels “mental illness” and “consumer.” Following this are my comments and criticisms of “schizophrenia,” the most damning and stigmatizing label in psychiatry. 

Notes

1. The following sources are essential reading for understanding psychiatric labeling:

P. Caplan (1995) They Say You’re Crazy: How the World’s Most Powerful Psychiatrists Decide Who’s Normal. Addison-Wesley Publishing Company.

E.Goffman (1963). Stigma: Notes on the Management of Spoiled Identity, Penguin Books.

H. Kutchins and S. Kirk (1997). Making Us Crazy-DSM: The Psychiatric Bible and the Creation of Mental Disorders. The Free Press.

T.S. Szasz (1961). The Myth of Mental Illness. Harper & Row, second edition 1974,

T.S. Szasz. (1971). The Manufacture of Madness (Dell Publishing Co/Delta).

Chapter 1

Early Years/Early Traumas: 

How I Became an Antipsychiatry and Social Justice Activist

Tikkun Olam - a Hebrew phrase from the Talmud, it means repair the world.

I wasn’t born an activist; nobody is. I don’t know exactly why but as a teenager I had strong feelings of empathy for disadvantaged people, poor people, black people.  Growing up in Shaker Heights, an upscale suburb of Cleveland, Ohio, I remember feeling close to Melvin and Bettina, a black couple my wealthy parents employed as servants. I frequently felt closer to them than to my own family. I used to tell them things I was afraid to tell my parents or sister – who was much more interested in boys, dating and novels than in trying to understand or support me in crisis situations. I winced in suppressed anger whenever I heard a relative (especially my Aunt Mary) refer to Melvin or Bettina as a schvarze – a contemptuous Yiddish term equivalent to “nigger.”

I respect and identify with marginalized and oppressed people, partly because my parents treated me as different; a “problem child” – a problem to be solved or fixed. I still recall hearing my father accusingly describing how my mother “almost died from a strep infection” that caused blood-poisoning when I was born. The blood poisoning rapidly travelled up her arm into her armpit, and there were no antibiotics or sulfa drugs to treat it in the 1930s. I felt that my father was blaming me for my mother’s serious illness in childbirth, and that this was meant to make me feel anxious and guilty.

As a child and teenager, I was very anxious and stuttered a lot, and was afraid of speaking in class and being singled out. I rarely put my hand up to answer a question even when I knew the answer; I felt ashamed and afraid of being laughed at by other students. When I was about five, my parents had tried to cure my stuttering. Their solution was to drive me hundreds of miles to New York City to be treated by Dr.Green, a speech pathologist or therapist. Despite his professional intervention, my stuttering got worse; for the next two or three years I could hardly talk at all without stuttering. When I was six or seven, my parents sent me away to Anderson School, a boarding school in Staatsburgh, New York for problem kids, about 400 miles from Cleveland. (It’s currently a residential treatment centre for autistic children.)

For many years, I believed my parents sent me away as punishment for keeping a light on in my room all night, or because I sometimes wet my bed, or because I disturbed them at night while they were trying to sleep. I later discovered that their main reason for sending me there was to cure my stuttering – but the “treatment” didn’t work. I hated Anderson School, it was abusive and punitive; I once was forced to drink a bottle of Tabasco sauce as punishment for speaking out in a class, probably because I said or did something that upset the teacher. (Today I instinctively refuse Tabasco Sauce and hot-spicy food)

In the dormitory, some of us kids were paddled by Mr.Brennan, the dormitory “master” who was a child-abuser. He sometimes beat us when we weren’t as neat or tidy as he wanted, or if we made our beds wrong. After a year at Anderson, I returned home feeling even more traumatized, and miserable than before, and with a severe case of impetigo I contracted at this hellhole. At home in bed, I screamed in pain as Dr Large, an ear-nose-and-throat specialist, lanced a boil in my nose without anaesthetic. The “treatment” at Anderson School together with abandonment and rejection by my parents increased my feelings of anxiety and insecurity. And I still stuttered.

At the age of ten, I was the only Jewish student in my Grade 5 class at University School, a prep school in Shaker Heights. One day, another boy – he was Catholic - called me “Christ-killer.” Stunned and angry, I asked him to apologize for this antisemitic slur. When he refused, I punched him hard in the stomach. After that encounter, he no longer bothered me and I got some respect from a few classmates. A few years later, I stood up for another student who was taunted for being Jewish. Although I neither like nor advocate physical violence, in school I learned at least one valuable lesson: fighting back against anti-Semitism and racism is a moral imperative. Today, I have zero tolerance for antisemitic slurs, racist jokes, bigoted remarks or character assassinations – including fraudulent and stigmatizing psychiatric labels. 

In 1949, I graduated from University School after giving a speech on stuttering during the Senior Speaking Contest. Each graduating student was required to give a seven-minute speech in front of the entire student body: approximately three hundred kids. I was terrified just thinking about it, and used to lie awake at night imagining my shame and embarrassment if I stuttered during my speech. A few months before I was scheduled to speak, I prepared myself by reading and studying lots of scientific journals, magazine and newspaper articles, and books on psychological and medical theories of stuttering, as well as biographies of famous people who stuttered – including the ancient Greek orator Demosthenes. I knew my subject, having lived it for years.

On the morning of my speech, I stood up on the school’s auditorium stage before a sea of young students like myself and never once stuttered. I didn’t win an award, but later learned that I’d been “runner-up,” and was damn proud of myself. A few students and teachers congratulated me. I knew then that I could stop stuttering some day; I had empowered myself by confronting and overcoming, at least temporarily, a huge personal problem. I stuttered less frequently for the next few years, and felt more self-confident and assertive. Over the past 30 years, I have accepted invitations to speak about my antipsychiatry activism to college and university students and at community forums and public rallies, and have also presented briefs before government committees – all without stuttering.

Arouund 1948 when I was eighteen, I worked one hot, humid summer as a stock boy in my father’s men’s topcoat factory, located on the west side of Cleveland. Carrying heavy coats and hanging them up on racks was hard, sweaty work, but I liked the workers and they seemed to like and trust me, even though they knew I was the “boss’s son.” During lunch breaks, a few workers quietly told me they were underpaid and deserved a raise. I believed them, so one day I walked into my father’s office to convey their complaint and demand for higher wages.

My business executive father didn’t appreciate my chutzpah. He disliked dealing with the Amalgamated Clothing Workers Union – or any union, for that matter – and criticized me for speaking for the workers. Although I hadn’t read Marx or any other socialist thinker at that time, I started taking an interest in workers’ issues and trade unions. Today, I support most union demands, never cross picket lines and sometimes join them. 

In 1951, during the Korean War, I dropped out of Dartmouth College, an “ivy league” institution in New Hampshire. I was feeling increasingly confused, anxious, and agonized over what I wanted to do in life. I was 20 years old, and at one point even thought of joining the Marines – a stupid idea! I was going through a common adolescent identity crisis, but didn’t know it at the time. I was soon referred to a Dartmouth psychiatrist, whose name I carefully forgot. I saw him once or twice; I didn’t like him because he was cold, distant, disinterested – the character traits of many psychiatrists.

My family conned me into getting “psychiatric help” in Boston. After two sessions, psychoanalyst Grete Bibring told me she was referring me to the Austin Riggs Foundation. I agreed – a huge mistake. 

Austin Riggs looks like a country club or resort; it’s an open sanitarium and psychoanalytic training centre, nestled in the beautiful Berkshire Hills of Stockbridge, Massachusetts. The staff consisted mainly of Harvard-trained doctors, and most of the “patients” were rich eccentrics labelled “neurotic.” During seven months of “therapy/analysis,” I found one or two people I liked. I avoided the rest, who acted like spoiled, snobbish kids. I was shuttled between two or three analysts; I think one labelled me “obsessive-compulsive,” and I’m sure there were other stigmatizing labels placed on me.

One night, I got into an argument with a staff psychiatrist. He insisted I participate in a patients’ council meeting, which usually bored me so I refused to go. As he continued bugging me, I picked up a phone and threatened to hit him with it, asking,” How would you like this in your face?” I never actually touched him, but he promptly called a nurse, who injected me with sodium amytal, a powerful barbiturate (sometimes called “truth serum”) that soon made me feel weak and drowsy.

Within an hour, I was slumped in the back seat of a car with Big Nurse on one side and a burly attendant on the other – I was being “escorted” to a “closed hospital.” In the dead of night, they were driving me, without my consent, across the state of Massachusetts to McLean Hospital. Some seven hours and 400 miles later, I arrived at McLean, a teaching and research psychiatric hospital affiliated with Harvard Medical School and Massachusetts General Hospital, and located in Waverly/Belmont, a suburban town a few miles outside Boston.

After my psychiatrist had written a letter about me to a draft board, I was labelled “4F” – unfit to serve in the U.S. Army. Instead of being drafted to fight in Korea, I was sentenced to this American psychoprison. Here, I was labelled “schizophrenic,” forcibly subjected to 110 insulin shock treatments, and locked up for the next 15 months – all as punishment for challenging the authority of a psychiatrist. (1) 

McLean Psychoprison

It was on November 6, 1951, that I was involuntarily committed to McLean “Hospital.” On my medical chart, a psychiatrist claims I signed a “voluntary admission” form but I don’t recall doing so. I found myself alone in a locked room, staring at a barred, steel-mesh window. I had become a prisoner of psychiatry, locked up in Proctor House, an all-male ward. I never believed I was “mentally ill” or ”schizophrenic.” I never experienced the so-called primary symptoms of “schizophrenia” – delusions, hallucinations and paranoia. Like most youth, I was simply rebelling – struggling to find myself, unsure of what I wanted do with my life. The McLean psychiatrists pathologized this normal identity crisis, and such crises continue to be pathologized to this day.

Dr. Sharpe and others promptly labelled me “schizophrenic,” but never told me their diagnosis; I discovered this damning and libelous label more than 30 years later, upon obtaining my medical records. McLean’s discharge diagnosis reads: “schizophrenia/acute undifferentiated reaction – improved.”

Like all other psychiatric diagnoses, the term “schizophrenia” is absolute bullshit – a completely fraudulent label, since there has never been any credible scientific evidence proving it’s a “brain disease” or ”mental illness.” Sixty years later, this most damning label in psychiatry still appears in my medical record. Psychiatry’s diagnostic labels are like crazy glue; they stick to you for the rest of your life; they’re never erased from your medical records and are permanently stigmatizing. (2)

During the 15 months I was locked up, my parents visited me once; my sister never visited. My father was so ashamed and guilt-ridden (I saw him cry once) that he couldn’t bear to tell other relatives I was in a “mental hospital.”

I did not know when I’d be released. I had no legal right to refuse insulin shock or any other “treatment,” and no right to appeal psychiatric hospitalization. Like prisoners in the “criminal justice system,” psychiatric patients had no human rights then and have very few today. After 110 insulin shock treatments forcibly administered over the course of six weeks, I was so wiped out – so exhausted – that I stopped complaining and resisting. The insulin shocks traumatized me, fulfilling their primary but hidden purpose: terror. (see ch.4, “Insulin Shock”)

A few months before my release, I was given “town privileges” and allowed to work part-time a few months as an operating-room orderly at Massachusetts General Hospital in Boston. My job was to pick up the blood-soaked sponges the nurses and surgeons threw on the floor and dump them in the garbage. In February 1953, the McLean psychiatrists released me, after I’d told them what they wanted to hear: that I would return to college or university and agree to outpatient psychotherapy.

My experience in McLean should have radicalized me, but that didn’t happen – at least, not right away. For the next few years, I was still traumatized, suffering many anxiety/panic attacks in university and the community. I saw a few psychiatrists and psychotherapists I hoped would help me “unwind,” but they didn’t help. Obviously, I had not yet freed myself from psychiatry’s fraudulent medical model.

Trying tos understand myhself, I studied psychology and earnined B.A. M.A. degrees in psychology from Boston University. A few months later,  I worked at Cleveland Psychiatric Research Institute as a psychometrist, administering and interpreting invalid and unreliable intelligence and personality tests, and writing psychological reports full of psychobabble – I wanted to become a clinical psychologist. Ten years later, I worked for over a year as a part-time consulting psychologist at Pine Ridge School, a  boys’ training school in Bowmanville, Ontario, where many foster and rejected children were severely abused and punished through such practices as solitary confinement. With a speech pathologist, I interviewed and counselled several of these deeply troubled and traumatized children, deeply moved by their personal stories of parental abandonment and staff abuse. (3)

My last professional job was working from 1970 to1972 as a community psychologist at Toronto’s Queen Street Mental Health Centre (now CAMH - the Centre for Addiction and Mental Health), notorious for its locked wards and forced drugging. All the patients were routinely drugged with high-risk neuroleptics (“antipsychotics”) and antidepressants. Several died from either “side effects” or prescribed overdoses, and most of the deaths were covered up, never investigated by coroners – they still aren’t.

 Many other patients were brain-damaged by “safe and effective” electroshock “treatments.” Elderly patients were generally neglected or exploited on the institution’s psychogeriatric wards. (4)

I once protested against the extremely punitive and dangerous physical restraint called the “cold wet pack”. The “pack” was like a straitjacket; inmates labelled “unmanageable” or “difficult to control” were forced to lie in cold bedsheets tied to all 4 corners of the bed, and made to lie there, immobilized, for hours at a time. During one summer, twelve patients on Queen’s Street’s Eastern Service were subjected to the “pack.”

At staff meetings, I stated that the “pack” was a cruel and torturous punishment. Some nurses and doctors replied that it was “therapeutic” (!), and labelled me a troublemaker or shitdisturber. When the chief psychologist and others refused to support my protests against the “pack,” I decided to resign from Queen Street and stop calling myself a psychologist. I realized then that Queen Street and other “mental health centres” operated more like prisons, controlling and punishing non-conformist and troubled people, rather than helping them heal personal traumas or work through major crises in their lives. I also discovered that psychologists typically parroted psychiatry’s discredited medical model, including the slanderous “diagnoses” found in the Diagnostic and Statistical Manual of Mental Disorders (DSM). 

I knew there had to be humane ways to treat people in crisis. I started questioning why so many troubled people were labelled, locked up, forcibly drugged, electroshocked, physically restrained, re-traumatized and otherwise tortured in the name of “mental health.” How could “patients” at Queen Street and other provincial psychoprisons possibly heal their wounds or work through their crises? Shortly after my resignation, I started reading survivors’ personal and courageous accounts of psychiatric abuses, critical writings by dissident psychiatrists like Thomas Szasz and R.D. Laing and, later, Peter Breggin – as well as the book Asylum, by radical sociologist Erving Goffman, and powerful critiques of electroshock by American neurologists John Friedberg, Sydney Sament and Robert Grimm, all of whom publicly denounced electroshock as harmful. (5)

I eagerly read antipsychiatry literature from the United States and England, and began to correspond with such “mental patient liberation” movement activists including George Ebert, Leonard Roy Frank and the late Judi Chamberlin, all of whose work continues to inspire me. In 1973, one year after resigning from Queen Street, I travelled to Vancouver, where I was warmly welcomed by leaders in the Mental Patients Association (MPA), the first survivor-controlled self-help organization in Canada. They accepted me as a brother survivor, and allowed me to stay in one of their houses for over a week and observe group meetings. In a shining example of participatory democracy, survivors openly voiced various problems and disagreements and collectively made policy decisions. While there and for many years later, I read many issues of MPA’s then-excellent newsletter In a Nutshell, as well as Madness Network News, the movement’s most radical and empowering newsletter/magazine published by the California-based Network Against Psychiatric Assault, and its outstanding anthology Madness Network News Reader.

Four years after my visit to MPA, my close friend and survivor Harvey (“Alf”) Jackson (whom I’d met at Queen Street), Bob Carson and I co-founded the Ontario Mental Patients’ Association, soon renamed On Our Own (partly inspired by Judi Chamberlin’s book of the same name). This was the first self-help/support group of psychiatric survivors in Ontario. Many years later, I co-founded political action groups such as the Ontario Coalition to Stop Electroshock, Resistance Against Psychiatry (RAP) and, more recently, the Coalition Against Psychiatric Assault (CAPA) – all with close friend and antipsychiatry activist Dr.Bonnie Burstow. In the 1970s and 1980s, I participated in several conferences of the Conference of Human Rights and Psychiatric Oppression, held in various American cities, and one historic one held in Toronto in 1982. [6] I also became and remain active in the Ontario Coalition Against Poverty (OCAP), which advocates and carries out nonviolent direct action against social injustice, including discriminatory and repressive government policies and laws. I’m damn proud that I became politicized and that I am an antipsychiatry and social justice activist. It’s been a long but empowering struggle. (7)

After having been rejected by my parents and psychiatrized by shrinks, it took me approximately 20 years to regain my self-respect, self-confidence and rebellious spirit; to understand that I wasn’t a “mental patient” or “schizophrenic”  but a political prisoner and survivor of psychiatry; to realize and understand that psychiatry is not and never was “medical science,” but rather an oppressive and tyrannical system; that the “mental health system” is in fact a fraudulent and fundamentally corrupt and dehumanizing system of social control, designed to foist conformity upon dissident or rebellious citizens through the use of  force, fear and fraud, its claims of providing “safe and effective treatment” for “the mentally ill” an absolute sham; that all psychiatric diagnostic labels are unscientific, fraudulent and permanently stigmatizing; to understand that the Diagnostic and Statistical Manual of Mental Disorders(DSM), psychiatry’s bible of character assassinations, is pseudoscience – a complete fraud; that psychiatric procedures, and particularly the use of neuroleptics (“antipsychotics”), antidepressants and electroshock “therapy,” are coercive, harmful, and unethical; that the “mental health” system is a pyramidal, hierarchical, patriarchal, heterosexist, able-ist, and racist social structure: a coercive, dehumanizing and repressive prison system with male psychiatrists at the top acting as judge/jury/jailer and stigmatician, supported by nurses, nursing aides, psychologists, social workers, and security guards in the middle, and psychiatric prisoners at the bottom - mistreated like guinea pigs and exploited as cheap or free labour (8); that “mental health” professionals routinely violate our human rights in the name of and sanitized as “hospitalization,” “treatment,” “medication,” and “ECT”; that the legal right and medical/ethical principle of “informed consent” is another complete sham, consistently and willfully violated in every psychoprison; that the “mental health system” is just another prison system and that all psychiatric inmates, including “voluntary patients,” are prisoners of psychiatry; that all psychiatric survivors, including myself should feel proud having survived psychiatric traumas and human rights violations and of speaking out and fighting back; and that psychiatric survivors, antipsychiatry activists, supporters and allies should start organizing and protesting nationally and internationally against psychiatry’s many human rights violations: stigmatizing psychiatric labels, brain-damaging electroshock, forced drugging, physical restraints, “seclusion” (solitary confinement),”and involuntary committal”(preventive detention).  

Today, I believe that virtually all psychiatric procedures, and particularly those forcibly administered in the psychoprisons (all psychiatric facilities) must be publicly exposed and investigated as serious violations of our legal rights and human rights, actively resisted, and banned. I believe that all psychoprisons should be shut down, thereby saving thousands of lives and millions of tax dollars each year. These institutions should and can be replaced with humane, non-coercive, safe and empowering alternatives, including affordable and supportive housing, 24/7 walk-in crisis centres, counselling and withdrawal centres, and peer advocacy. (see ch.16, “A Radical Vision”) Only in this way can our society offer people in crisis real choices, emotional and social support, and the respect and dignity every suffering human being deserves. 

NOTES

1. See D. Weitz. “Notes of a ‘Schizophrenic’ Shitdisturber,” in D.Weitz & B. Burstow, eds, Shrink Resistant: the Struggle Against Psychiatry in Canada Vancouver: New Star Books (1988), pp. 285-302.

2. For a detailed personal account, see Chapters 2 and 4.

3. In Bomanville and many other “reform institutions” in Ontario, the kids used to call solitary confinement “the digger.” See also my expose, “We still lock up children,” Toronto Life, May 1976.

4. For a personal account of Queen’s Street’s psychogeriatric ward based on her diary, see Evelyn Parm, “Good Old ‘999’”, in B. Burstow and D. Weitz, eds, Shrink Resistant: The Struggle Against Psychiatry in Canada,” pp. 111-115. 

5. Many years after resigning from Queen Street, I wrote “Manufacturing Madness: How Psychiatric Institutions Drive You Insane,” published in Canadian Dimension, vol. 22 no. 4, June 1988, pp. 16-21. 

6. For several detailed and excellent accounts of the movement’s 10th International Conference for Human Rights and Against Psychiatric Oppression, including nonviolent civil disobedience in Toronto, see personal statements by Judi Chamberlin, David Oaks, Leonard Frank, Mel Starkman, and Don Weitz published in Phoenix Rising, vol. 3 no. 1 (Aug-Sept 1982), pp. 9-18.

7. Since 2004, I’ve been very active in the Coalition Against Psychiatric Assault (CAPA). I currently serve on its executive committee. I was also a member of the international conference organizing committee that initiated PsychOUT: A Conference for Organizing Resistance Against Psychiatry, held in Toronto on May 7 and 8, 2010; see http://capa.oise.utoronto.ca.

8. For an excellent historical account of the economic exploitation of psychiatric patients in Toronto, see G. Reaume, Remembrance of Patients Past: Life at the Toronto Hospital for the Insane, 1870-1940, Toronto & Oxford: Oxford University Press, 2000.

Chapter 2

Call Me Antipsychiatry Activist – Not “Consumer” (1)
 Please don’t insult me by labeling me “mental health consumer.” My experiences as an involuntary patient in the United States and psychologist at the Queen Street Mental Health Centre Toronto radicalized me. In 1972 when I resigned from “Queen Street” (now called Centre for Addiction and Mental Health), I stopped calling myself a psychologist and ex-mental patient and started calling myself a psychiatric survivor and antipsychiatry activist. As an activist, I have been speaking out and protesting against the oppressive psychiatric system and for human rights since 1974 when I joined the psychiatric survivor liberation movement. (originally called mental patients liberation movement) 

Institutional psychiatrists at McLean Hospital (a private psychiatric hospital near Boston) once labeled me “schizophrenic”, but I’ve always rejected that label and “mental illness.” They are myths and lies, pseudo-medical labels that fraudulently pathologize dissident conduct and spiritual or mystical experiences as “symptoms of mental disorder.” I also flatly reject approximately 350 other unscientific and stigmatizing labels and lies in psychiatry’s Diagnostic and Statistical Manual of Mental Disorders (DSM-IV). Like the Malleus Maleficarum, an official manual used during The Inquisition to identify and burn heretics and witches; the DSM is psychiatry’s manual of moral judgments and character assassinations masquerading as medical diagnoses. The DSM labels are used to target, forcibly treat, lock up, and get rid of people who appear crazy, mad, or different from most of us. Once psychiatrists label you “mentally ill”, “psychotic” or “schizophrenic” (today’s heretics and witches), you are targeted for forced drugging, electroshock (“ECT”), hi-risk experiments, incarceration, homelessness, and poverty – sometimes death. (2)

The labels “mental health consumer” and “consumer/survivor” are misleading and insulting to many of us who have suffered psychiatric abuse, degradation, disability, the trauma of forced drugging, electroshock and physical restraints, the injustice of involuntary committal, the cruelty and torture of solitary confinement (“seclusion”), and other violations of our human rights, our human spirit. A “mental health consumer” is a person who accepts psychiatry’s medical model including its pseudo-medical diagnostic labels such as “schizophrenia”, “bipolar mood disorder”, “attention deficit disorder (ADD), as well as “medication” and believes the system can be reformed and should not be abolished. Consumer means having real choices in the marketplace, but you have virtually no choices or alternatives in the psychiatric system – especially if you’re homeless, poor, a new immigrant or refugee, of African descent, or person of colour. “Mental health consumer” is nonsensical. The term was originally used in the 1980s by some mental health professionals obsessed with being accused of promoting stigma and obsessed with sounding ‘politically correct.’ Nevertheless, despite the label-change and feel-good articles, programs and promotionals on "mental health” in the media, the stigma, shame and myth of “mental illness” remain.  We should stop using these terms, stop labeling ourselves with psychiatry’s stigmatizing labels, stop parroting “mental illness” and other psychobabble. Instead, we should start using plain everyday language such as fear, stress, abuse, or crisis when talking about our personal problems. We should start reclaiming, reowning our identity by using our own words – not the labels of psychiatrists or “mental health experts”, our oppressors. We deserve personal dignity, we deserve self-respect, we deserve to be treated as human beings – not labels, cases or statistics.

I proudly call myself a psychiatric survivor and antipsychiatry activist for good reasons. Like millions of other people, I suffered and survived psychiatric abuse and trauma such as involuntary committal (preventive detention), agonizing and traumatic treatment (110 subcoma insulin shock treatments) and the stigmatizing label “schizophrenia.” Together with many other survivors and social justice activists, I have been fighting against the psychiatric system and for human rights for over thirty years.  Human rights like freedom, freedom of expression and opinion, the right to refuse any medical-psychiatric treatment, and the right to be treated with dignity and respect are always worth fighting for, even dying for.

There are many of us antipsychiatry activists in Canada, the United States and Europe.

We organize and struggle against all forced psychiatric procedures including involuntary committal, community treatment orders or involuntary outpatient committal, forced drugging, electroshock (“ECT”), psychosurgery, and physical restraints. At the same time, we struggle for self-empowerment to create and sustain our own self-help and support groups, non-medical alternatives such as safe affordable houses, drop-ins, and crisis centres controlled by us – not mental health professionals.

July 14 is not only Bastille Day in France and Quebec, but also Mad Pride Day in Canada, the United States and some countries in Europe (A few prisoners in the Bastille during the French Revolution were labeled mad or lunatics.) In the last weeks of September in Toronto, we used to observe Psychiatric Survivor Pride Day to celebrate our victories over psychiatric oppression, discrimination and stigma, to honour our courageous activists, to remember our many brothers and sisters who died resisting psychiatric abuse and torture, to re-dedicate ourselves to the struggle against psychiatric oppression. Our struggle for human rights, especially freedom, continues.

NOTES:

1. This is a slightly revised version of the article originally published under the same title in Ethical Human Sciences and Services, vol.5 no.1, Spring 2003.

2. For a fuller critique of psychiatry’s Diagnostic and Statistical Manual of Mental Disorders (DSM), see, H. Kutchins & S.A. Kirk, Making Us Crazy- DSM: The Psychiatric Bible and the Creation of Mental Disorders (1997); for a feminist analysis of the DSM, see P.J. Caplan, They Say You’re Crazy: How the World’s Most Powerful Psychiatrists Decide Who’s Normal (1995).

Chapter 3

“Schizophrenia”: Psychiatric Libel and Lie 
Determined Diagnosis: Schizophrenic Reaction

Reaction: Acute Undifferentiated

Condition: Improved 
– Excerpt from medical records of Don Weitz, Mclean Hospital (1952) 

“Schizophrenia” has never been, is not now, and probably never will be a bona fide medical diagnostic term...Psychiatrists don’t know what “schizophrenia” is, and don’t know how to diagnose it… “Schizophrenia” has more to do with freedom and slavery than with health and disease...more with politics than genetics…the ceaseless manufacture of disease names in psychiatry, together with a total lack of evidence of them – from agoraphobia to schizophrenia – is the greatest scientific scandal of our scientific age.

– Thomas S. Szasz [dissident psychiatrist], Schizophrenia: The Sacred Symbol of Psychiatry (1976)

One way to libel, dehumanize, and sometimes destroy people you don’t like is to label them “schizophrenic,” “psychotic,” or “paranoid.” I should know. In 1951when I was 20, the shrinks labeled and stigmatized me as “schizophrenic” while I was struggling with a common identity crisis that neither my family nor the psychiatrists recognized. I was very confused, anxious – rebelling against my parents’ middle-class values and against authority generally, as young people do.

I was soon psychiatrized – forcibly drugged, locked up lied to and lied about. During this psychiatric imprisonment, my civil rights and human rights were violated, as the rights of countless psychiatric prisoners (“involuntary patients”) still are. My cousin Hope was also labeled “schizophrenic,” mainly because of her “temper tantrums” she had in the course of her teenage rebelliousness. Colluding with psychiatrists, her parents locked her up, first at McLean Hospital and then on the women’s “violent ward” at Worcester State Hospital, where she was forcibly drugged. She was later lobotomized (in a procedure called “thalamotomy”) at Boston’s Deaconess Hospital. Hope killed herself with an overdose fourteen years after this final indignity—I still recall an agonizing long distance phone conversation in the hot summer of 1988 when I tried to persuade Hope not to kill herself.

Psychiatric labels such as “psychosis” and “mental illness” – and especially “schizophrenia” – have very serious consequences. They frequently result in years of incarceration on locked psychiatric wards, forced drugging, series of electroshocks, discrimination by employers (resulting in job demotions, ruined careers and long-term unemployment) rejection by friends and family, marginalization, lifelong stigmatization and debility, homelessness, poverty, and suicide.

Consider the term “paranoid schizophrenia” – probably the most stigmatizing and damning diagnostic label in psychiatry. In plain English, the term means a person who acts “weird” or “strange”, expresses false beliefs (“delusions”), hears voices or sees visions (“hallucinations”), and is judged “out of touch with reality,” “incompetent” or “incapable” of making treatment and other decisions. People given this label are thought to be so dangerous and unpredictable that they must be locked up and forcibly “treated.” This is social control, not “medical science.” 

Naturally, you won’t find the above description in any psychiatric textbook or the Diagnostic and Statistical Manual of Mental Disorders (DSM) – psychiatry’s bible of “diagnoses” that are essentially moral judgements and instances of character assassinations.

It is a widespread and longstanding belief that schizophrenia means “split personality,” and this is equally untrue. The word is actually used to refer to people who are expressing dissident, mystical or spiritual beliefs and acting in unconventional ways, perhaps speaking poetically or in metaphors that most people can’t or don’t want to understand. When challenged, psychiatrists routinely fail to rationally describe or define the term “out of touch with reality.” In fact, they don’t know what reality is – who does? And there are as many definitions of “schizophrenia”, “psychosis”, “mental illness” and “mental health” as there are “mental health professionals.” Like “mental illness,” “schizophrenia” exists only in the minds of the social controllers and stigmaticians: the psychiatrists. (1) 

In a classic social experiment conducted in the early 1970s, several “pseudopatients” (university graduate students, housewives and other non-professionals) presented themselves at different psychiatric hospitals on the east and west coasts of the United States, where they simply repeated the word “thud.” All were promptly admitted, diagnosed “schizophrenic,” locked up and drugged for periods of at least two weeks. The real patients knew the pseudopatients were faking; the psychiatrists didn’t.

In a follow-up experiment, Stanford psychologist and researcher Daniel Rosenhan simply announced to one staff member at another “research and teaching hospital” that sometime within a three-month period, one or more of these pseudopatients would try to get admitted to this institution. A total of 193 patients were admitted during this follow-up period; however, not one pseudopatient came to the hospital during this period. In this brilliant social experiment, Rosenhan concluded that psychiatrists can’t distinguish the “sane” from the “insane” – his study sent shockwaves throughout the psychiatric establishment.(2) Every psychiatrist should read it.

In today’s psychiatric journals, researchers rarely if ever cite Rosenhan’s study; it’s “too controversial” – too embarrassing for the profession to accept. To paraphrase dissident psychiatrist Thomas Szasz (author of The Myth of Mental Illness and Schizophrenia: The Sacred Symbol of Psychiatry), psychiatrists and other physicians who diagnose and treat non-existent diseases or medicalize dissident behaviour as “mental illness” are “charlatans” – dangerous quacks. Unfortunately, there are thousands. (3)

Schizophrenia is the most controversial, harmful and stigmatizing diagnostic label in psychiatry. It’s also a tragic myth. (4) The medical and psychiatric establishments claim it refers to a disease, but Szasz says the term really means, “human garbage…get him out of my sight.” So far, there has been no credible scientific evidence to support the traditional psychiatric claim that schizophrenia is a brain disorder, a “mental illness,” or any kind of real disease. Eugen Bleuler, the Swiss psychiatrist who coined the term in 1911, applied it to people whose thinking seemed unrealistic or illogical, who had unusual or strange perceptual experiences, and whose behavior appeared weird or non-conformist. Less than a decade later, he publicly and completely reversed himself, concluding there was no such disease; he also severely criticized his psychiatric colleagues for applying the word to psychological and social problems. They chose to ignore him. (5)
In the 1950s, psychiatrists began to use neuroleptics (“major tranquilizers” or “anti-psychotic” drugs). These drugs block the brain’s production of dopamine – a basic chemical necessary in transmitting nerve impulses. Based on their observation that neuroleptics controlled – often by immobilizing – many of their so-called schizophrenic patients, psychiatrists erroneously and illogically concluded that schizophrenia must be a disease caused by an excess of dopamine. This is still the common belief, even though there has been no credible scientific evidence to show this is true and, in fact, the dopamine hypothesis has been thoroughly discredited. (6)

Psychiatrists have also ignored or minimized the fact that “schizophrenics” treated with these powerful “antipsychotic” drugs soon began to develop “side effects” – serious symptoms of neurological disorders or brain damage. Among these are Parkinson’s Disease, a brain disorder caused by insufficient dopamine, and tardive dyskinesia (TD), a common, grotesque and generally permanent neurological disorder disabling as many as half of all people taking these drugs for five years or longer; the existence of TD was covered up for over twenty years. (7)
Now, the cause of schizophrenia is generally said to be hereditary. For example, some researchers claim to have discovered genetic abnormalities on one chromosome. The genetic link is based on the fact that distant relatives of a few families were diagnosed schizophrenic. However, many scientific studies have failed to find any such genetic link. (8)
Even though the scientific jury is still out on the hereditary factor, psychiatrists and their supporters, such as members of the Canadian Schizophrenia Society (formerly “Friends of Schizophrenics” – mostly relatives of people labeled schizophrenic who lobby for greater ease of psychiatric incarceration and forced treatment – and promoter June Beeby  insist that schizophrenia is a disease. So does the Canadian Mental Health Association, a reformist, pro-government organization of “consumers” (compliant psychiatric “patients”), mental health professionals and advocates that promote psychiatry’s medical model. 

On December 1, 2000, the Ontario Legislature enacted legislation permitting the imposition of community treatment orders (CTOs). Widely criticized as coercive, repressive and anti-democratic, CTOs are a form of involuntary outpatient committal that targets people labelled “schizophrenic” or otherwise “mentally ill” and recently released from hospital. These orders are allowed under an amendment to Ontario’s Mental Health Act that gives psychiatrists and other doctors even greater power than they already had to force patients to take medication – and confine them if they refuse – even in the complete absence of any evidence that they’re dangerous. Previously, involuntary committal required such evidence. In reality, psychiatrists acknowledge that they are unable to predict dangerousness. Nevertheless, they still commit large numbers of innocent and non-violent citizens to psychoprisons, refusing to concede that the vast majority of “schizophrenics” and other “mentally ill” people are neither dangerous nor violent. Myths/stereotypes of the “violent mental patient” and of the “seriously mentally ill” continue to dominate the mainstream media and thus form public opinion.(9) 

Meanwhile, dangerous, brain-damaging drugs such as Haldol, Thorazine, Modecate, and the “atypical” neuroleptics Zyprexa and Risperdal, among many others, keep being pumped into people labeled schizophrenic. Millions of people around the world continue to be “treated,” locked up against their will, and dehumanized for their strange,  non-conformist  or “schizophrenic” behaviour.

Psychiatrists argue that this is all right. Even if they do not yet know the cause of “schizophrenia” (after one hundred years of research), they say, “Trust us, we can recognize a disease when we see one.” The Rosenhan study clearly and conclusively proved they can’t. 

In their 1980 book Schizophrenia: Medical Diagnosis or Moral Verdict, research psychologists Theodore Sarbin and James Mancuso discredit the concept of schizophrenia as a disease. In a comprehensive and critical review of more than three hundred studies, they assert that the term is actually a moral judgment referring to “rule-violating” conduct – a view which of course contrasts sharply with that found in the DSM. Unlike legitimate medical texts, which offer precise and detailed descriptions and definitions, this grab bag of linguistic distortions and character assassinations suggests that schizophrenia is some vague combination of various symptoms.

It wouldn’t matter so much if the consequences of this fraudulent label weren’t so serious. The fact is, the label schizophrenia almost always results in people being locked up (sometimes indefinitely) without a hearing or trial, subjected to debilitating drugs or electroshock, and suffering “side effects” that can make them act and look “schizophrenic.” 

People labelled “schizophrenic” generally lack the necessary financial resources, social support, and political and legal skills to combat the “mental health” ads that have been posted on public transit vehicles and elsewhere, and frequently in the mainstream media. These ads legitimize the “mental health industry” through the false and insidious messages that “mental illness” is a real disease and that the “mentally ill” should get “treatment.” 

My letter criticizing psychiatry’s unsubstantiated claim of a “schizophrenia gene” was published in The Toronto Star on November 13, 2002:

No Schizophrenic Gene

Dear Editor:

Today’s article touting the discovery of a “risk gene for schizophrenia” lacks scientific credibility; it’s more evidence of The Star’s uncritical support of biological psychiatry (“U of T scientists on track of gene for schizophrenia,” Nov.13).

Although I haven’t read this particular psychiatric study by Seeman et al., all previous studies dating back to the 1980s or earlier alleging a genetic basis or “genetic predisposition” to schizophrenia have NEVER been replicated or scientifically supported. I predict the Seeman/University of Toronto study will suffer the same fate.

There are no genetic factors in schizophrenia or any other mental illness. Why? Because schizophrenia and mental illness do not exist as diseases, they’re metaphors for serious personal or “psychospiritual crises” – Dr. Peter Breggin’s apt term.

Like hundreds of thousands of other people, I was once falsely diagnosed “schizophrenic” while going through an existential crisis, and tortured with over 100 subcoma insulin shock treatments. For damning critiques of mental illness, schizophrenia and psychiatric research, read psychiatrist Thomas Szasz’s classic works The Myth of Mental Illness, and Schizophrenia: The Sacred Symbol of Psychiatry; John Modrow’s brilliant 1992 book How to Become a Schizophrenic: The Case Against Biological Psychiatry; and Dr. Peter Breggin’s 1991 classic Toxic Psychiatry. To paraphrase Professor Szasz, schizophrenia is another scientific hoax and a “medical scandal.”

Psychiatric patients labelled “schizophrenic” will get no help from this study and similar ones. The ones benefiting from this “genetic research” are the biological psychiatrists, U of T and the multinational drug companies who make millions of dollars pushing their newest, brain-damaging drugs as “safe and effective medication.”

A gene for “schizophrenia”? Ask geneticists like David Suzuki.

Richard Gosden is one of a growing number of researchers and academics who seriously challenge the concept of schizophrenia. The following is my review of his first book, Punishing the Patient: How Psychiatrists Misunderstand and Mistreat Schizophrenia:
This is a book which all medical students, psychiatric residents as well as “mental health consumers” should read before they’re indoctrinated into the cult of coercive biopsychiatry. Australian-based psychiatric critic and university lecturer Richard Gosden challenges several sacred cows of modern psychiatry: the alleged validity of psychiatric labels in the Diagnostic and Statistical Manual of Mental Disorders (DSM), psychiatry’s bible of moral judgements and modern version of the Inquisition’s witch-hunting manual Malleus Malificarum; the medical model which propagates “mental illness” as medical fact without scientific proof; and “schizophrenia,” arguably psychiatry’s most damning and fraudulent label masquerading as a serious “mental disorder.” 

Gosden’s book is a devastating critique of “schizophrenia.” He systematically exposes its alleged “symptoms,” like delusions, hallucinations and social withdrawal, as listed in the DSM, as so vague, subjective and moralistic they can apply to most “normal” people. According to Gosden and other professional critics like psychiatrists Peter Breggin and Thomas Szasz, these “symptoms” are dissident expressions of personal crisis or profound alienation. In the spirit of Szasz, Gosden denounces ALL forced psychiatric treatment as social control and torture in his brilliant chapter “Punishing the Patient.” He blasts forced drugging and “chemical restraint” with neuroleptics as torture or chemical lobotomy. He also sharply criticizes electroshock. “When electric shock is applied to the genitals it is unequivocally ‘torture’. However, when a person is...subjected to electric shocks to the head, it is called ‘treatment.’” Amnesty International still refuses to categorize electroshock as torture. As a human rights advocate and supporter of psychiatric survivors, Gosden asserts that forced treatments such as electroshock and drugging with neuroleptics are clear violations of the United Nations’ Convention Against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment, and the International Covenant on Civil and Political Rights. Forced drugging, electroshock and involuntary committal also violate key sections of the Canadian Charter of Rights and Freedoms. 

How about some class action lawsuits for a change? Unfortunately, psychiatrists and most other health professionals in Canada refuse to speak out against electroshock, forced drugging, involuntary committal, and psychiatry’s fraudulent diagnostic labels, such as “schizophrenia.” Gosden’s book should encourage some to break their unethical silence – long overdue! (10)

Today, the myth/libel/lie of “schizophrenia” continues unabated, thanks to the daily propaganda churned out by psychiatry, Big Pharma (transnational drug companies), “consumer”/parent organizations like the pharmaceutically-funded National Association for the Mentally Ill (NAMI), and corporate-controlled media. Several antipsychiatry activists, as well as academic critics, have been speaking out and challenging this defamatory label – it’s time many more did. (11) 
As long as the myth of “schizophrenia” persists, millions of people will continue to suffer, and there will never be enough money to develop humane, non-medical alternative approaches. The status quo of psychiatry, including its medical model, must be challenged if society is truly committed to the individual’s right to control his or her own life.

NOTES

1. See T. Szasz (1961), The Myth of Mental Illness , a brilliant critique and movement classic. See also Szasz’s The Manufacture of Madness (1970).
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4. See B. Burstow and D. Weitz (1990), “The tragic myth of Schizophrenia,” published as a “comment” in The Globe and Mail, January 8; this chapter is partly based on that article.

5. See E. Bleuler (1950), Dementia Praecox or the Group of Schizophrenias (originally published in German in 1911; eight years later in 1919, Bleuler completely reversed his previous medical model position). In his second book, Undisciplined Thinking in Medicine and How to Overcome It (1970), Bleuler not only critiqued the disease model of schizophrenia but wrote a scathing attack on many medical and psychiatric practices popular at the time, including the diagnosis and treatment of schizophrenia. This controversial critique is rarely cited in the current psychiatric literature. 
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7. See P. Breggin (2001), Toxic Psychiatry: Why Therapy, Empathy, and Love Must Replace the Drugs, Electroshock, and Biochemical Theories of The “New Psychiatry.” pp. 77-78. A powerful critique of biological psychiatry, particularly “schizophrenia,” the brain-damaging effects of the neuroleptics, antidepressants and electroshock, and Big Pharma.

8. See, J. Joseph, “Schizophrenia and heredity: Why the emperor has no genes” in J. Read, L. Mosher and R. Bentall (2004), Models of Madness, pp. 67-83.

9. Before it was officially proclaimed into law, the proposed CTO amendment sparked several public protests in Toronto and Ottawa, as well as criticisms at public hearings. For a scathing critique, see E. Fabris (2006), Identity, Inmates, Insight,Capacity,Consent,Coercion: Chemical Incarceration in Psychiatric Patient Experiences of Community Treatment Orders (Master of Arts Thesis, Ontario Institute for Studies in Education, University of Toronto). See also, Erick Fabris (2011). Tranquil Prisons: Chemical Incarceration Under Community Treatment Orders. Toronto: University of Toronto Press.

10. Published in the Canadian Journal of Community Mental Health, vol. 21 no. 2, pp. 161-162.

11. Also worth reading are these critiques: T. Szasz (1976), Schizophrenia:The Sacred Symbol of Psychiatry; T. R.Sarbin and J.C. Mancuso (1980), Schizophrenia: Medical Diagnosis or Moral Verdict?; D. Hill (1983), The Politics of Schizophrenia:Psychiatric Oppression in the United States; John Morrow (1992), How to Become a Schizophrenic: The Case Against Biological Psychiatry. (Morrow was once labelled “schizophrenic.”)

Part II

Tortures and Psychoprisons

Let’s be very clear and honest--there is no real and humane medical treatment in the psychiatric system; that includes the lack of complete medical examinations. Many psychiatrists have forgotten or are too incompetent to do proper medical examinations during or after people’s admission to a psychiatric facility. Forget terms such as psychiatric hospital and mental health centre, medication, and patient. Psychoprison, psychiatric prisoner, forced drugging, and torture are more accurate, realistic, and consciousness-raising terms. Since the vast majority of psychiatric wards or units are locked, people (including “ voluntary patients”) cannot leave the ward or unit whenever they wish, they’re forced to ask for permission or “ground privileges”, which is degrading. A prison is a prison is a prison.  When innocent citizens are forcibly drugged or electroshocked– frequently without consent or against their will - calling these psychiatric procedures “treatment” is a cruel joke, a lie, sanitized torture. 

This part deals with several forms of psychiatric torture masquerading as “treatment.” In fact, they are serious human rights violations: 

insulin shock 

electroshock (“ECT”) 

forced drugging (“chemical lobotomies”)

physical restraints and seclusion (solitary confinement)

community treatment orders (CTOs)

Also included is a critique of two notorious psychoprisons in Ontario, Queen Street Mental Health Centre (re-named CAMH) and Oak Ridge/Penetanguishene Mental Health Centre. 

It’s time psychiatrists and other mental health professionals stop sanitizing their tortures as “treatment”. Of course, that’s like asking the police to acknowledge abuse or brutality in their ranks. It won’t happen. Nevertheless, those of us who self-identify as antipsychiatry activists, social justice activists or human rights advocates have a major responsibility to speak out, to expose and organize resistance against forced psychiatric procedures as tortures, and publicly denounce psychiatric facilities as psychoprisons. Why? Because that’s where violations of people’s human rights in the name of “treatment” and “mental health” are common practice, unethical, sometimes criminal.

That’s also where and why many people die and where their deaths are covered up. 

Silence is not an option.

Chapter  4

Insulin Shock - a survivor’s account of psychiatric torture (1)

Although the Sakel Borderline (subcoma) Insulin Treatment and the Classical Shock Treatment have been at the disposal of the medical profession for more than a quarter of a century, thousands of sufferers from psychiatric illnesses have not been given the chance to benefit by them. There is, it is true, no explanation sufficiently substantiated by experiment of why the Borderline Insulin Treatment and the Classical Shock Treatment are effective, but the favorable results obtained over a period of 28 years of constant experience with all kinds of psychiatric problems have established their value beyond any possibility of doubt.

- Manfred Sakel (1956), inventor and promoter of insulin shock treatment (2) 

Shortly after I dropped out of Dartmouth College, psychiatrists, my parents and sister colluded in arranging my involuntary commitment to McLean Hospital on November 6, 1951. McLean is a major psychiatric teaching-and-research institution affiliated with Harvard University Medical School and Massachusetts General Hospital. It’s a heavily funded drug-and-shock mill located in the town of Waverley, a few miles outside Boston.

On the admission sheet, I was labeled “schizophrenia - acute undifferentiated reaction”. At the bottom of the admission sheet, a psychiatrist wrote, “Suitable for insulin or electroshock.”  Fortunately, I escaped electroshock and brain damage. However, less than two months after being incarcerated in McLean, psychiatrist Douglass Sharpe prescribed a course of subcoma insulin shocks. He never once informed or warned me about the major effects or risks of the shock treatments – before or during the treatment to which I was subjected 7 weeks after admission. 

On December 26, 1951, Dr. Sharpe started me on 5 units of insulin; he rapidly increased the dosage by daily increments of 10 units. Within 3 days I was injected with 20-25 units three times a day. During each treatment, I perspired and ate like a pig because insulin makes you ravenously hungry as it lowers the blood sugar – the doctors call it hypoglycemia. Before the shocks, I weighed roughly 145 pounds, 6 weeks later when the shocks stopped, I weighed 194 pounds. My insulin-induced hunger or forced starvation was intense and excruciatingly painful. It went to the core of my very being. There are two types of insulin shock – coma and subcoma, I got the latter. However, I once went into a coma which Dr. Sharpe and other psychiatrists never warned me about, and which is carefully omitted on my medical chart. Subcoma shock, also called hypoglycemic shock, was extremely debilitating and torturous. Each insulin reaction lasted three to four hours – mercifully “terminated” by drinking fruit juice laced with glucose or dextrose.

Here follows verbatim excerpts of some of my reactions to insulin subcoma shock and the nurses’ observations and comments as written on McLean Hospital’s Insulin Treatment Chart: Note my complaints and attempts to resist the treatment.

Day 6 – Treatment 15

“He dramatically calls out, ‘I can’t take this any longer. It’s too unjust. I am not strong enough.’ Mild perspiration.” They were giving me 75 units. Within one week I was getting three shots of insulin a day which lasted six weeks, it felt like six years.

Day 10 – Treatments 25 & 26

”Sweating profusely. Skin very cold and clammy. Does not want insulin anymore, he stated. He asked to see the Head Nurse to discontinue the treatment – he terminated himself with cookies and oranges….etc breakfast. [A few hours later] Dr. Sharpe notified about termination and said to just continue as usual.”

Day 12 – Treatment 31

“Perspiring moderately. Alert and responsive. Whining that, “He can’t stand it.’ Whining that he can’t stand it.” I felt tortured. 

Day 17 – Treatment 49

“Profuse sweating. Drowsy and tossing in bed. Patient saying: ‘I can’t take it.’ Still perspiring profusely, pupils dilated. Patient very drowsy yelling, ‘I can’t take it.’ Perspiring profusely. No response from patient. Patient still had cough reflex so juice was given until revived. Just before terminated patient had muscle spasms, eyes became glassy and starry pupils and no response could be obtained. Patient was terminated with difficulty with p.o. [by mouth].  patient remembers nothing. Patient was seen by Dr. Horwitz.” 

I was probably in a coma but the staff didn’t have the honesty to write this down in the clinical-nursing notes. At that time, I was subjected to a daily dose of 270 insulin units – 90 units administered 3 times a day.

Day 20 – Treatment 52

“What happened?’”  (That’s a quote from me. I didn’t know what was going on. I could not remember the last part of the treatment.) “Patient showed moderate perspiration, slowness of speech and mild tremor just prior to termination at end of full course. Patient could not remember last end of treatment – says he fell asleep again.” 

I was probably going into coma or about to. Tremors are also very common as the insulin dose is increased.  I also began to shake and convulse uncontrollably.

Day 22- Treatment 57

“Severe twitching – tremors – face very pale. No response. Terminated with some difficulty, weeping occasionally.”

Thy like to use the work ‘terminate’ in psychiatry. Weeping and uncontrollable emotional outbursts (“insulin excitement”) are other common effects of insulin shock. As the dose increases, you lose considerable emotional and physical control. Sometimes I wept, screamed or shouted.

Day 23 – Treatment 60

“Some tremors, response poor, face very pale, some twitching of face, hands trembling, moderate to severe crying…”

Day 24 – Treatment 63

“Pt. became drowsy about 4pm and had to be awakened several times. …perspiration, facial tremors & fits of crying…”

Day 25 – Treatment 66:

“Perspiring profusely, very slow response, skin cool, Pt. remarked, “’ I can’t take it.’”

Day 29 – Treatment 77

“Slow tongue-mouthing (?), grimacing, twitching of facial muscles and extremities.”

Day 32 – Treatment 84

“Pt. seeking reassurance. Says he’s had enough of this insulin. Pt remarked this was the biggest reaction. Skin was moist. Response slow.”

Day 33 – Treatment 86

“Apprehensive about going into coma – states he was very worried about his condition this AM.”

Day 34 – Treatment 90

“Emotional outburst, shouting and sobbing up; and down hall that he must get out of here, that he can’t stand insulin any longer, etc…Still sobbing frequently and unpredictably faint tremors, slight twitching of facial muscles in addition to above. Very confused.”

Day 36 – Treatment 98

“Perspiring freely. Myoclonic twitching of the face. Tremor of the hand. Bizarre movements. Resistive to termination. Terminated with a great deal of resistance, using pure dextrose.”

Day 40 – Treatment 104

“Stumbled twice on returning from bathroom (? Inco-ordination) – jerky movements of arms & legs.”

The nurse’s question mark is probably her attempt to blame this accident on my apparent “incoordination” – not the insulin.

Day 45 – Treatment 110 [last treatment]

“No tremors. Delayed reaction. Recovery.”

When you’re twitching, shaking or convulsing, your brain is adversely affected. Fortunately, I escaped brain damage - a common effect of insulin coma shock.

110 insulin shocks later, I felt wasted physically-emotionally-intellectually, I was totally wiped out from this so-called “safe and effective treatment” for “schizophrenia”. I wasn’t the only McLean patient to be insulin shocked –I recall seeing a young, 17-year old blond boy who was also shocked.

I was 22 when finally released from McLean in 1953, approximately one year after they stopped shocking me. The main reason I was released was because I told the staff what they wanted to hear – I planned to return to university and continue psychotherapy with Dr. Sharpe or another psychiatrist as an outpatient. I still recall asking Dr. Sharpe, “Why are you torturing me?”  He just smiled, patronized and insulted me saying in so many words that my complaints were “part of my illness”. Typical shrink logic, blame the patient-victim. 

This is an excerpt from Dr. Sharpe’s clinical summary of the insulin shocks. Note his rare admission that he prescribed insulin shock to cure my “temper tantrums” – my justified anger toward my parents and being shocked and locked up in this psychoprison. In his notes, Dr. Sharpe also omitted mentioning that I once lapsed into an insulin-induced coma and could have died. 

From time to time in his temper tantrums he would be destructive of furniture in his room, The patient was finally placed on sub-coma insulin and after a month of sub-coma insulin three times a day he showed tremendous improvement in his general over-all picture. There was no longer the outbursts of temper…

I was damn lucky to have escaped electroshock and brain damage including permanent memory loss and learning disability, common “side effects” of electroshock. Thousands of psychiatric survivors were not so fortunate, many have died and will die from psychiatry’s’ “safe and effective, lifesaving treatment” such as electroshock and forced drugging with neuroleptics and antidepressants. (3) 

Since the mid-1960s, insulin shock is no longer prescribed, mainly because it caused too many “adverse reactions” including death – the death rate for insulin coma shock was 5%-7%. However, it’s never been banned. Today, electroshock (“E.C.T.”) has replaced insulin shock; it’s widely and increasingly prescribed and administered, especially to depressed elderly women. (4,5) Electroshock is more efficient; it produces faster and permanent brain damage, disability and trauma.

A word of advice: Do whatever it takes to avoid electroshock, forced drugging and the psychiatric system – your health and life are at stake. 

NOTES 
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Chapter 5

Electroshock and Resistance

If the body is the temple of the spirit, the brain may be seen as the Inner Sanctum of the body, the holiest of places. To invade, violate and injure the brain, as electroshock unfailingly does, is a crime against the spirit and a desecration of the soul

- Leonard Roy Frank, shock survivor, anti-shock activist, editor (1)
Well, what is the sense of ruining my head and erasing my memory, which is my capital, and putting me out of business? It was a brilliant cure but we lost the patient. It’s a bum turn, Hotch, terrible.

 - Ernest Hemingway, Nobel Prize-winning writer (2)

ECT is brutal, unethical, torture, and it is a crime against humanity…it must be stopped.

- Sue Clark, Canadian shock survivor and antipsychiatry activist (3) 

They think it clever to baptize torture with initials

They think it subtle to call it “treatment”

They talk of cures

Reciting tales of miraculous salvation.

I don’t buy it.

I’ve seen the disaster, the mistakes

I call it electrocution.

- Nira Fleischmann, psychiatric survivor and poet, excerpt from poem “E.C.T.”, 1984 (4)

I never met or talked with anyone who had undergone electroshock (electroconvulsive therapy/ECT) – until I met “Charlie”. He was locked up with me in Proctor House, an all-male ward in McLan Hospital. “Charlie” looked liked a frightened ghost.  His face was pale and pasty. He padded along the hall so quietly, so unobtrusively that you hardly knew he was around. “Charlie didn’t speak, he whispered. A patient once told me “Charlie” had “ECT”. Did the shocks scare the hell out of him? Did they traumatize him? No doubt.

About ten years ago when McLean finally mailed me a copy of my medical records, I was stunned to discover that I could have been electroshocked, since the admitting psychiatrist believed I was a “suitable candidate” for insulin shock or electroshock. In 1950-51, I survived the trauma and torture of 110 subcoma insulin shock treatments in six weeks. I was damn lucky I wasn’t re-traumatized, tortured and brain-damaged by “safe and effective” ECT.

My next encounter with shock survivors occurred in 1957-58 when I was working as a psychometrist in the psychology department of the Cleveland Psychiatric Research Institute in Cleveland, Ohio. I wanted to become a psychologist; I deluded myself into believing it would be good to be educated and trained as a clinical psychologist (a bad career choice). Although most of the psychological tests were invalid and unreliable, I learned that significant test differences between the verbal and non-verbal parts of the Wechsler Adult Intelligence Scale (WAIS) together with low scores on various drawing and visual-motor memory tests (e.g. Benton Visual Memory, Halstead-Reitan, Bender-Gestalt) usually indicated brain damage. Patients who had suffered head injury months or years earlier frequently showed this “organic” test pattern that revealed “cognitive impairment” including major memory problems–so did those who had been electroshocked. At the time, I failed to grasp the real horror of permanent memory loss, brain damage, trauma – devastating effects on the health and lives of shock survivors.

In the 1970s, I became active in what was then called the “mental patients’ liberation” movement in the United States. In 1974, two years after I resigned from Queen Street and stopped calling myself a psychologist, I participated in the second annual Conference on Human Rights and Psychiatric Oppression; it was held in Topeka, Kansas on a campground near Kansas State Hospital where several children were being abused. In the shock workshop, I was immensely moved, felt empowered but also depressed listening to several survivors courageously share some of the personal pain and trauma they had suffered while undergoing a series of shock treatments against their will, without informed consent.

These brothers and sisters voiced a frightening and familiar pattern of  “side effects” that were actually direct effects: massive and permanent gaps in personal memory and knowledge, difficulties remembering things recently read or learned, frustration trying to concentrate or study, losing special skills, brain damage, trauma, terror, lifelong shame and stigma. I was horrified and mad as hell to learn that this psychiatric torture with its many disastrous, traumatic and permanently disabling effects was being promoted and masquerading as a “safe, effective and lifesaving treatment.” I was mad knowing that electroshock is still legal and widely prescribed in Canada, the United States, and Europe; that it’s never been banned anywhere in the world. I felt then and feel today I must speak out and act.

Over the past thirty-five years, I have met, talked, corresponded with many shock survivors; I’ve listened to and read their personal accounts of devastating traumas, losses in memory, intelligence or creativity, and moving narratives about what they could have been at movement conferences, workshops, public hearings; I’ve protested with hundreds of courageous brothers and sisters at antishock and antipsychiatry rallies, marches and public demonstrations in cities across the United States and Canada: New York, Syracuse, Washington, Cleveland, San Francisco, Berkeley, Denver, Burlington (Vermont), Ottawa, Vancouver, Montreal, Whitehorse (Yukon), and Toronto. Personal conversations with many Canadian and American shock survivors, my brothers and sisters, have been consciousness-raising, they educated me about electroshock. I am indebted and pay tribute to these courageous survivors, many continue to inspire me: Canadian shock survivors like Carla McKague, Connie Neil, Wendy Funk, Shirley Johnson, Wayne Lax, Mel Starkman, Sue Clark; American survivors and activists like Leonard Roy Frank, Ted Chabasinski, Linda Andre, Janet Gotkin, Marilyn Rice, George Ebert, Barbara Cody, and others. Their personal stories and testimony reveal a depressing and alarming pattern: a complete lack of information and warning about risks or alternatives; intimidation; coercion; no informed consent; terror of the “ECT” procedure; emotional and physical trauma, permanent memory loss; persistent problems in concentrating, studying and/or reading; loss of artistic or creative abilities. Dr. Bonnie Burstow is a close friend, antipsychiatry activist, trauma specialist and  Senior Lecturer at the Ontario Institute for Studies in Education/University of Toronto and Chair of the Coalition Against Psychiatric Assault (CAPA). She is the only Canadian health professional and academic who has publicly and repeatedly denounced electroshock as a form of violence against women and urged its abolition. Bonnie was never shocked, but her father underwent 100 shock treatments in Winnipeg. 

Since the 1970s, I’ve frequently asked myself if what I was hearing and reading reflected a pandemic of electroshock-caused brain damage. The answer was and still is yes, especially after reading many medical/psychiatric journal articles and books by respected researchers and critics including shock survivor/activist Leonard Frank; neurologists John Friedberg, Robert Grimm and Sydney Sament; neuroscientist Peter Sterling; dissident psychiatrists Peter Breggin, Peter Stastny, and Lee Coleman in the United States; advocate-nurse Anna de Jonge in New Zealand; psychologists John Breeding in Texas and John Read in New Zealand. When I became an anti-shock and antipsychiatry activist in the early 1980s, I promised myself I would speak out and protest against this psychiatric atrocity and human rights violation as long as it exists, as long as I live.
In 1937-38 in fascist Italy, electroshock was first used as a behaviour-control weapon to stun and silence squealing and struggling pigs, it rendered them docile on their way to a Rome slaughterhouse. Ugo Cerletti and Lucio Bini, the first shock doctors, sensed its application to psychiatric patients. First, they experimented with a few dogs; animal autopsy studies clearly showed massive brain damage throughout the dogs’ central nervous system including the brain. However, this neurological damage caused by electroshock didn’t stop Cerletti and Bini, they then looked for human subjects. ‘E.R.,” a  ”schizophrenic” engineer who was not Cerletti’s or Bini’s patient, was arrested by the police who found him “wandering” in a railway station; they forcibly brought him to Cerletti’s clinic in Rome. Cerletti proceeded to shock “E.R.” with 70-volts which didn’t cause a seizure or unconsciousness; while conscious, “E.R.” shouted in protest, “Not another, it will kill me!” Like many other patients, he tried to refuse shock treatment. Nevertheless, Cerletti callously ignored “E.R.”’s protest and proceeded to shock him with a higher dose (110 volts), which immediately produced an epileptic seizure and unconsciousness or coma. In short, the first shock treatment on a human being was coercive and unethical, it still is. It’s also important to note that this early history of electroshock has been routinely suppressed by psychiatry, rarely if ever mentioned in medical school courses, psychiatric journal articles and textbooks, and largely ignored by the mainstream media. By 1941-1942, many state mental hospitals in the United States and provincial psychiatric hospitals in Canada were electroshocking hundreds or thousands of “depressed” and “schizophrenic” patients against their will, violating their right to informed consent which is still violated today. (5)


There is no legitimate medical reason for electroshocking any person. The real but hidden purpose of ‘ECT’ is  social control, to silence dissident, rebellious, “non-compliant/” or “psychotic” people by inducing fear or terror, deceiving them and their families by calling electroshock “safe and effective treatment.” Nobody is really helped or healed by this psychiatric assault on the brain, the yearly relapse rate is approximately 60%-65% a fact shock doctors acknowledge and use to pressure patients to submit to more shocks – i“maintenance ECT.”  People who believe ECT helped them are in denial or suffer from the “Copenhagen Syndrome”--identifying with your jailer or oppressor, like a shock promoter-psychiatrist.

Electroshock always causes brain damage including permanent memory loss. It’s easy to understand how such damage occurs, it’s not rocket science. During today’s shock procedure, 200 volts of electricity or more are delivered to the brain through electrodes placed on one side (“unilateral ECT”) or both sides (“bilateral ECT”) of your head. (Your home electrical outlets deliver 120 volts.) At least one electrode is placed directly above the temporal lobes, seat of memory. The electric current usually lasts one or two seconds, sometimes longer. ECT is prescribed and administered in a series of eight to ten, more treatments if you’re labeled “schizophrenic,” nobody gets one or two shocks. 

Every shock treatment triggers several immediate and health-threatening effects: grand-mal epileptic-like seizure the psychiatrists call “therapeutic”; convulsion lasting 60-90 seconds; sudden increase of blood pressure in the heart and brain; and coma lasting approximately ten to twenty minutes. Upon awakening from a shock treatment, the person experiences several disturbing effects: a migraine-type headache lasting hours or days, disorientation (e.g. not knowing where you are, forgetting the day or date, not recognizing friends or relatives), confusion, muscle and physical weakness, nausea, and memory loss. Common, long-term effects include permanent memory loss for past events occurring before the shocks (“retrograde amnesia”) and forgetting recently learned information or new experiences after the shocks (“anterograde amnesia”), and problems concentrating, reading or studying. “Lifesaving” ECT is another psychiatric oxymoron and myth since there’s no credible scientific evidence that electroshock has saved anybody’s life or prevented suicide.  In fact, electroshock has frequently aggravated people’s depression and triggered suicide. Writers Ernest Hemingway and Sylvia Plath killed themselves shortly after being shocked. Electroshock also caused death and other permanent effects, particularly brain damage and memory loss; these disastrous effects have been known and documented in the medical-psychiatric literature for approximately 60 years, yet minimized or denied by many psychiatrists as well as the Canadian Psychiatric Association and American Psychiatric Association (6)
Wendy Funk, Wayne Lax and Sue Clark are three of many Canadian shock survivors and heroes; they have publicly and courageously testified against electroshock and want it banned, so have many other shock survivors and critics In the United States, the United Kingdom, Ireland, Australia, and New Zealand. Wendy is a good friend, author, and pianist. Approximately 20 years after being forcibly electroshocked more than 40 times in Lethbridge, Alberta in 1989, Wendy still cannot recall thirty years of her life. She has no memory of raising her children; the electroshocks totally and indiscriminately erased these memories. They also ruined her promising social work career and dashed her hopes of going to law school. Wendy has published a gripping book about her shock and hospital experiences and courageous struggle to reclaim her life.


In Kenora, Ontario, Wayne Lax was subjected to at least 80 electroshocks and countless doses of psychiatric drugs, all against his will, over a twenty-year period,  as treatment for his alcoholism. Fifteen years after his release from hospital in 1992, Wayne still has major memory problems; sometimes he doesn’t recognize old friends he met in hospital.

Sue Clark was seventeen in 1973 when she was forcibly electroshocked five times in the former Brockville Psychiatric Hospital in Ontario. Sue was severely traumatized when the nurses and attendants physically dragged her screaming and resisting to the ECT room. During one “treatment,” her heart stopped. Today, 35 years later, Sue still has problems remembering, concentrating and learning. Nevertheless, she has become a powerful anti-shock activist and co-founder of the International Campaign to Ban Electroshock. Sue is currently writing a book about her life, including electroshock and other experiences in the psychiatric system. (7) 

“Electroconvulsive brainwashing” (ECB) and electeroconvulsive torture ECT) are more accurate and consciousness-raising term coined by shock survivor Leonard Roy Frank. In the 1960s in California, Frank was forcibly administered 50 insulin coma shocks and 35 electroshocks as punishment for refusing to shave odd his beard, which his psychiatrist cut off while he was unconscious during one “treatment.” Electroshock permanently wiped out two years of knowledge Leonard had acquired in university. Despite this permanent memory loss, Leonard Frank has become a widely respected anti-shock activist, public speaker, author and editor of several major works including the 1978 classic The History of Shock Treatment and The Electroshock Quotationary (the latter is an online book, http://endofshock.com).


Permanent memory loss is not a “side effect” of electroshock; it’s a direct, intentional and devastating effect. Erasing memories is an essential element of electroshock as well as brainwashing - a grim fact rationalized by the late psychiatrist D. Ewen Cameron, who conducted torturous experiments using electroshock as his main brainwashing, memory-destroying weapon. Cameron’s “depatterning” method included the barbaric “Page-Russell” procedure, inflicting numerous electroshocks within a few minutes - sometimes as many as six shocks a day for two to four weeks. Cameron’s experiments are discussed in greater detail in the next chapter on brainwashing. Many of his patient-victims suffered brain damage, massive and permanent memory loss, severe trauma, and other disabilities caused by massive doses of electroshock and psychiatric drugs. A few attempted suicide. This is one of the darkest and most shameful chapters in the history of psychiatry. (8,9)

Psychiatrist, author and shock critic Peter Breggin accurately labels electroshock “electrically induced closed head injury;” like psychosurgery it works by damaging the brain, “the brain-disabling hypothesis.” With many other critics and shock survivors including myself, Breggin wants electroshock banned for at least two good reasons: 1. electroshock disproportionately targets women and the elderly, betraying its sexist and ageist bias, and 2. nobody can give informed consent because psychiatrists routinely misinform or not inform patients about the common and serious risks of permanent memory loss and brain damage, as well as alternatives.

In demystifying ECT, it’s important to understand that the emotional “high” or giddiness many survivors experience shortly after a series of ECTs is routinely and fraudulently misinterpreted as “improvement” by shock promoters, psychiatrists, and researchers–even by some patients. The doctors call it euphoria. According to psychiatrist Breggin, neurologist John Friedberg and other professional critics, euphoria is a common effect of head injury; however, it’s routinely omitted and misinterpreted as “improvement” in virtually all ECT journal articles, hospital “patient information” and “ECT consent” forms. A rare exception is the detailed consent form produced by the Department of Mental Health in Texas. Nevertheless, informed consent to electroshock as well as psychiatric drugs is a sham, non-existent. (10)

Shock Stats & “Access”

ECT statistics I obtained from the Ontario government’s Ministry of Health and Long-Term Care a few years ago clearly show large numbers of people shocked and large numbers of individual shock treatments administered in Ontario over the past twenty-five years. Women and elderly people, especially women 60 years and older, are the main targets. For example, in 2001-2002, a total of 14,034 shocks were administered to 1,656 citizens. Over two-thirds were women, a significant and common finding in the ECT statistics in many other provinces and states. Women aged 65 and older are shocked about three times more often than elderly men, usually against their will–some feminists call it psychiatric rape. I agree.


A similar age-and-gender pattern and bias is evident in Ontario’s ECT statistics for the following two years – despite the fact that these statistics are underestimates, incomplete and unreliable; one good reason is that most hospitals do not keep accurate and complete ECT records; also the vast majority of hospitals are not legally required to report them to provincial ministries of health. In 2002-2003, a total of 15,507 shocks were administered to approximately 1,700 people in Ontario’s general and psychiatric hospitals. Sixty-three percent of all electroshock was administered to women, and 41% of these women were 60 and older. In 2003-2004, 14,238 ECTs were administered to approximately 1,600 people; 62% were administered to women, and 43% of these women were 60 years and older. Statistics for other years show that 68%-70% of shock survivors are women, confirming ECT’s gender bias--namely that two to three times more women than men are electroshocked. Even more alarming, many children have also been electroshocked. Every year for many years in the United States, at least 100,000 people have undergone ECT. 

California and Texas are the only states that have mandatory ECT reporting laws; they require hospitals to report all shock procedures, medical complications including ECT-related deaths to state departments of health or mental health. Canada has no mandatory ECT laws. In short, hospital reporting of electroshock has been discretionary or voluntary in every province in Canada and every state in the United States except two (Texas and California). In Canada, the provincial governments collect ECT statistics but they’re generally incomplete and unreliable. The public and researchers should have a right to this information, it should be easily and freely accessible but it’s not. (11)

After I applied in 2005 to the “Access to Information” department of the Ontario government’s Ministry of Health and Long-Term Care and appealed its unjust and unreasonable refusals of my request, I waited almost two years to receive eight pages of unreliable and incomplete ECT statistics for 2002-2004. For this information, the Ministry initially charged me a fee of over $5000(!), which was lowered to approximately $2,000 after I appealed. After two successful appeals, the fee was finally waived after Ontario’s Information and Privacy Commissioner supported my appeal. In the end, I did not pay the Ministry one cent. Five years after my initial request in April 2004, the Ministry sent me additional ECT statistics (again incomplete and unreliable) from Ontario’s public hospitals. In 1985, the Ontario government’s ECT Review Committee made this recommendation, but it was ignored.:

“That the Ministry of Health require mandatory reporting by hospitals of data on the use of ECT to a central data bank. These data should be used to monitor the use of ECT and to identify and deal with any unusual or unacceptable practices. These data should be published annually and should be available to the public and to researchers.” (12)
The Ontario government is covering up or withholding critical health information, since ECT statistics for 2000-2004 and other statistics for previous years have never been published by the Ministry of Health in its annual mental health reports. Since the Ministry uses no consistent, comprehensive and coordinated collection method, its statistics are unreliable, virtually useless. Nevertheless, they reveal a disturbing age-and-gender pattern or bias--namely that 2-3 times more women than men are administered ECT, and that disproportionately large numbers of vulnerable elderly women, including some 80 years and older, are electroshocked every year. (13) 
 Deaths/Cover-up/Silence

Despite overwhelming scientific evidence of permanent memory loss and brain damage, psychiatric associations have consistently and irresponsibly denied the extent to which electroshock causes “cognitive impairment.” Shock doctors and other psychiatrists continue to try to rationalize and sanitize the grand-mal seizure as “therapeutic” that always occurs during every shock procedure. Try selling the psychiatric oxymoron “therapeutic seizure” to people who suffer from epilepsy! No competent neurologist would use that term; however, Canadian neurologists have been shamefully silent about brain damage and other serious risks of ECT

Deaths from shock have also occurred, but they’re usually minimized, denied or covered up by hospital and government officials and mental health professionals in Canada and the United States and probably other countries. Leonard Roy Frank has compiled an “ECT Death Chronology” – the only researcher who has done this. So far, he has documented well over 400 deaths related to or caused by electroshock since 1942, as reported in the English-language medical literature. I have no doubt many more shock deaths, as well as serious physical injuries and medical crises caused by ECT, have occurred during and after electroshock but have been underreported or not reported in medical and psychiatric journals – covered up. (14)

However, some American neurologists such as John Friedberg, Sydney Sament and Robert Grimm, neuroscientist Peter Sterling and psychiatrists Peter Breggin, Lee Coleman and Peter Stastny, the late Irish psychiatrist Michael Corry, and shock survivor-author Linda Andre have courageously exposed these cover-ups, deceptions or outright lies and demanded a total shock ban. I vehemently agree – so do thousands of other shock survivors, human rights activists and critics in many countries. In Canada, the neurologists and neurosurgeons, who are obviously much more knowledgeable than psychiatrists about the structure and function of the brain and its vulnerability to trauma, have remained ominously and shamelessly silent about electroshock and brain damage. Their silence is complicity,

However, former US Attorney General and prominent human rights advocate Ramsey Clark has not been silent. Over twenty-five years ago, he once asserted, “Electroshock is violence.” Clark made that blunt statement during an invited address in New York City at an annual meeting of the American Psychiatric Association in May 1983. In Canada, Dr. Bonnie Burstow is the only academic and health professional who has publicly and repeatedly denounced electroshock as harmful and brain-damaging, and emphasized its harm to women, “[ECT is] state-sponsored violence against women.” She also has called for a total ban. (15)

Medical other health professionals including psychologists, nurses and social workers, have all been irresponsibly silent, so have advocacy organizations for women and elderly people. Approximately fifteen years ago, I wrote to fourteen different senior organizations in Ontario about the risks of electroshock for vulnerable elderly people and offered to speak at one of their meetings – only one replied to acknowledge my letter. At Vancouver’s notorious Riverview Hospital (another “shock mill”), psychiatrist Jaime Paredes protested against the “excessive” and increasing numbers of elderly patients shocked for several years. He was soon fired or forced to resign for exposing these facts. Dr. Paredes’s letter of complaint to the British Columbia (B.C.) Ministry of Health sparked an investigation by Health Minister Corky Evans; however, her report on electroshock at Riverview was another whitewash because it focused on in-house cosmetic details and failed to address the medical staff’s targeting of elderly patients and major risks of ECT, particularly for older patients. I don’t know if Michael Matthews is still alive (I hope he is) but back in 2002 when he was 71, Riverview psychiatrists forcibly electroshocked him over 130 times, despite his repeated attempts to refuse ECT! Several of us survivors and activists were outraged and protested. I wrote and sent the following letter to a Vancouver newspaper, it was rejected.

May 6, 2002

Letters Editor

The Province

Vancouver, B.C.

provletters@pacpress.southam.ca

Dear Editor:

I totally support the public protest against the forced electroshocking of

71-year-old Michael Matthews at Riverview Hospital. I also support the

public demand to stop medicare payments for this psychiatric atrocity

masquerading as "safe, effective and lifesaving treatment". ("Shock

treatments protested, Rally at Riverview Hospital..,"May 6).

Shocking Mr. Matthews without his informed consent is not only a violation

of medical ethics but criminal assault. Forcibly shocking Mr. Matthews is

also elder abuse. Given the fact that the Riverview doctors have

administered over one hundred and thirty shocks to Mr. Matthews against his

will during the last three years and given the fact that nobody can give

fully informed consent to electroshock, the forced shocking of Mr. Matthews

is criminal assault, cruel and unusual treatment, and torture.

I hope the family and friends of Mr. Matthews sue Riverview including the

shock doctors involved in his 'treatment", and the B.C. Ministry of Health

for millions of dollars. I am forwarding this letter to the United Nations'

Human Rights Commission. STOP SHOCKING MICHAEL MATTHEWS NOW.

Don Weitz

antipsychiatry activist

Member, People Against Coercive Treatment (PACT)

Toronto

What happened to Michael Matthews was “elder torture”, a term coined by Leonard Frank, it’s more appropriate than elder abuse. Not surprisingly, shocking extremely vulnerable and elderly people in B.C. and most other provinces and states continues, and puts them at great risk of dying early deaths from this “lifesaving treatment.” (16,17)

\Shock Machines 
The infamous “ECT” machines, currently capable of delivering up to 500 volts of electricity, have also been severely criticized as extremely dangerous and unsafe. As medical devices, these super-dangerous machines have never been government inspected-and-approved as medically safe and therapeutic in Canada and the United States. Since 1978, the Food and Drug Administration (FDA), the US government’s top regulatory agency for all medical products and devices including psychiatric drugs and electroshock, has classified shock machines in “class-III, “hi-risk” or “hazardous,” despite aggressive lobbying by the American Psychiatric Association which wants them declared “safe and effective.” Like the FDA, Health Canada also has a rating system for these machines, it classifies them in Class-III as “potentially hazardous”, a weaker term than “hazardous” or “hi-risk”, and it has never inspected shock machines for their medical safety. Over 13 years ago, shock survivor-critic Douglas G. Cameron wrote a brilliant critique of ECT machines, emphasizing misinformation about their alleged safety from manufacturers like MECTA, Medcor, Elkot and Somatics. Cameron points out that today’s brief-pulse (BP) and sine wave (SW) machines are even more dangerous than the older ones mainly because the voltages generated are much higher than those required to trigger a seizure or convulsion: “much higher voltages are utilized. . . the Thymatron DG utilizes up to 500 volts; the MECTA SR/JR up to 440 volts; the new Medcraft up to 325 volts; and the Elcot MF-1000 up to 500 volts.” He concludes, “all modern-day SW and BP EST (electroshock therapy) manufacturers must be required to prove machine safety. . .All modern day SW and BP EST devices are more powerful than early instruments. . .Side effects have been convincingly identified as products of electricity. These facts warrant the elimination of all EST machines from the marketplace.” (18) In 1995 in Whitehorse, the capitol of Canada’s Yukon Territory, a public rally and protest-demonstration were triggered by the arrival of one shock machine secretly ordered by a hospital psychiatrist. Citizen outrage and negative publicity limited its use. 

Anti-Shock Resistance 

Despite little or no media coverage, the Ontario Coalition to Stop Electroshock started strategizing to get shock banned in Ontario. At a public meeting of the Toronto Board of Health on January 17, 1984, several Coalition members spoke out – a few for the first time - and outmaneuvered two pro-shock psychiatrists and a psychiatric social worker from the Clarke Institute of Psychiatry who tried to convince the Board that ECT was  “safe and effective treatment.” I’m proud that all seven of us Coalition members who testified against electroshock came across as more credible than the psychiatrists - we were “speaking truth to power.” The Board believed us, not the shrinks, and passed a motion to impose a moratorium (temporary stop) on shock in Ontario, but Ontario Ministry of Health refused to enact it. The testimony of shock survivor and Coalition member Connie Neil was particularly moving; electroshock destroyed her acting career. These are excerpts of Connie’s testimony at this Board of Health meeting:

After I graduated, I very quickly got married, very quickly had a baby and very quickly ended up in the “Crazy House.” First, I was given as an outpatient a shock treatment, which I had a very bad reaction to…. I was instantly committed and given a full course of shock treatments—about 20 shock treatments…. A person who does not have a memory is not able to perform as an actress. I’m still able to do things…in a very limited ay as a kind of hobby. I have to work terribly hard to do it. Recently I did a public theatre appearance. I had to drive around with the tape [recorder] on saying the lines over and over and over and over. Previously, I’d just do a couple of readings…I don’t have this ability anymore….I’m furious about the whole thing…my life changed radically, since the shock treatment, I’m missing between eight and fifteen years (of memory and skills), and this includes most of my education. I was a trained classical pianist;…the piano’s in my house, but it’s mostly just a sentimental symbol. It just sits there. I don’t have that kind of ability any longer…when you learn a piece and perform it, it’s in your memory. But it doesn’t stay in my memory. None of these things stay in my memory. I lost people by losing the eight to fifteen years. People come up to me and they know me and tell me about things they’ve done. I don’t know who they are; I don’t know what they’re talking about although obviously I have been friendly with them. The medical profession knows what shock treatment does…I think that it affects creative people more strongly because of the areas of the brain that they use. I was given modified treatment; mostly…bilateral modified treatment…By “effective”,…it is meant they diminish the person. They certainly diminished me…I am certainly nothing like, and my life is nothing like it would have been. It is nothing like the way I was headed… I work as a payroll clerk for the Public Works Department. I write little figures, and that’s about all at this point I am really confident of doing… And it’s the direct result of the treatment. I think that it [electroshock] should not be allowed to happen to other people.there isn’t anything really that can be done to help me…I’ve learned to handle it the way I can, but I only came to speak here because I would not like what happened to me to happen to any other person, no matter who they are and no matter what they are doing. (19)

Anti-shock demonstrations and protests continued during the next 26 years. Some of us activists have been arrested just for trying to speak with patients or trying to distribute shock information on the wards and carrying out nonviolent civil disobedience. For example, in August 13, 1995 during the 13th annual Conference for Human Rights and Psychiatric Oppression in Burlington, Vermont, Judi Chamberlin and George Ebert, well-respected movement activists, were charged with trespass in the Burlington Medical Centre Hospital while trying to hand out information. During their arrest, approximately 75 conference participants picketed the hospital and handed out anti-shock/antipsychiatry literature. The trespass charges were eventually dropped. On May 8,1987 in front of Queen St. Mental Health Centre (currently CAMH), Toronto’s notorious psychoprison, over fifty survivors and allies protested against the misinformation and lies about shock in drafts of Ontario’s Ministry of Health’s ”ECT Draft Guidelines” – they consistently and conspicuously omit the common and serious risks of permanent memory loss and brain damage. One year later on May 2 1988 in Toronto, the Ministry’s “ECT Guidelines” were again publicly denounced as misinformation and lies during another Coalition-organized anti-shock demonstration in front of the Clarke Institute of Psychiatry, Toronto’s “shock mill.” Jack Wild, who was in his late 70s at the time and repeatedly shocked in the 1960s at Oak Ridge/Penetanguishene Mental Health Centre, and I were soon arrested after trying to hand out “ECT” information to some patients in the Clarke. Here are a few, slightly edited excerpts from the article about this demo and our arrest published in Phoenix Rising:

At the May 2 demonstration, protestors handed out literature on the truth about shock to passersby, many of whom were patients or employees at the Clarke and didn’t want to hear about it.

…Armed with about 30 copies of the pamphlet titled “Electroshock Facts: Your Right to Know the Truth About ECT”, Jack Wild and Don Weitz…went up the eleventh floor of the Clarke, which houses many shock candidates [and shock machines]. Thy approached the head nurse and politely asked her if they could hand out information about shock to some of the “patients”. She refused, saying that doing this would be  “against hospital policy”.  When asked why “patients” couldn’t decide for themselves whether they wanted to see the information, she threatened to “call security if you don’t leave.”

Telling the nurse they wouldn’t leave until they’d talked with some ”patients”, the two sat down in front of the ward elevators, arms linked. Two security guards arrived to deal with this act of nonviolent civil disobedience. One called the police, at the head nurse’s instructions.

About half an hour later, the police arrived, arrested the two, and charged them with “trespassing” and with “refusing to leave premises when directed.” Twenty minutes after being led, unresisting, to the police car, they were released. Each was given a $53.75 ticket.

Weitz and Wild, whose trial…has twice been postponed, and is now set for November 2, will plead “not guilty” and challenge Ontario’s Trespass to Property Act as unconstitutional under the Charter of Rights and Freedoms. They plan to tell the judge that the Clarke violated their rights, and the inmates’ rights of freedom of expression and freedom of association, by denying them the opportunity to meet inmates and share information about shock. If they lose in the provincial offences court, they plan to appeal to the district court and, if necessary, to the Court of Appeal. (20)

Despite strong legal arguments, Jack and I lost our appeals. However, together with other anti-shock activists and critics, we made our point: “patients” were, and still are, being unjustly denied essential information about electroshock, including the fact that shock machines have never been proved medically safe and therapeutic. Psychoprisons like the Clarke or Toronto’s Centre for Addiction and Mental Health (CAMH) and Vancouver’s Riverview Hospital are still violating our right to refuse electroshock and psychiatric drugs (“medication”), a second opinion, freedom, and other human rights.

In 1999, United States Surgeon General David Satcher wrote and published a report on “Mental Health” with a definite pro-shock bias; it was heavily influenced by the biological psychiatrists at the National Institute of Mental Health (NIMH) and American Psychiatric Association (APA), both strong promoters of “ECT.”  So I wrote a long critical letter to him on September 25, 1999 – these are a few excerpts:

‘FIRST DO NO HARM” – The Hippocratic Oath

Dear Dr. Satcher:

As a shock survivor (insulin subcoma shock) and human rights advocate, I  strongly protest your recent report approving electroshock as a “safe and effective treatment.” Your conclusion betrays your ignorance and bias re this psychiatric procedure. Since 1942, thousands of shock survivors and hundreds of researchers in the United States and other countries have documented its effects as harmful, brain-damaging, unethical . . .

Here are a few facts you may have overlooked or ignored when you approved electroshock as “safe and effective”:

1. Electroshock ALWAYS causes brain damage.

2. Electroshock ALWAYS causes permanent memory loss, particularly retrograde amnesia.

3. Electroshock frequently and permanently impairs the person’s ability to concentrate and learn new material or absorb new information.

4. Electroshock sometimes causes permanent epileptic seizures – not surprising since an epileptic seizure and convulsion occur during every “E.C.T.” session.

5. Electroshock does NOT prevent suicide. In fact, many famous Americans such as writers Ernest Hemingway and Sylvia Plath killed themselves shortly after they discovered that the shocks had erased huge chunks of their memory and destroyed their creativity.

6. The brief euphoria or “high” following a series of electroshocks is not a sign of “clinical improvement” but a symptom of closed head injury or brain damage.

7. During today’s “modern E.C.T.” treatments the average electrical energy delivered to the human brain for 1-2 seconds is approximately 175-200 volts.

8. When the American Psychiatric Association surveyed many of its members approximately ten years ago, 41% agreed with the statement that “E.C.T” can cause moderate brain damage”.

9. No person can give “informed consent” to “E.C.T.” because: a. doctors routinely misinform or do not inform their patients about the serious risks of permanent memory loss and brain damage; b. doctors routinely fail to inform patients about safe non-medical alternatives to “E.C.T.”; and c. the social climate of psychiatric facilities, particularly the attitudes and behavior of psychiatric staff, is typically threatening and coercive.

10. A minority of psychiatrists, less than 20%, administer “E.C.T.”.

11. Thousands off Americans and Canadians, particularly elderly people, have suffered severe medical complications including cardiac failure and died shortly after a series of electroshocks.

12. Women and elderly people, particularly elderly women, are today’s chief targets of electroshock. This is medically sanctioned sexism and ageism, misogyny and elder abuse.

“Safe and effective E.C.T.”?  “therapeutic seizures”? These are shameful oxymorons, they’re also lies.  I thought medical doctors, particularly neurologists, tried to prevent seizures and convulsions because they know either can cause brain damage or impair brain function. Isn’t that why physicians prescribe anti-convulsants or anti-seizure drugs?

I also wish to point out that the U.S. Food and Drug Administration (FDA) does not support your conclusion, since it still classifies shock machines in Class-III or “hazardous”. . .. there has never been an independent investigation into the medical safety and efficacy of shock machines anywhere in the United States or Canada. Yet, you claim to be protecting the health and safety of millions of Americans. Don’t you see the contradiction and hypocrisy here? I guess you don’t.

I ask you to reply to this letter

Satcher never replied; I believe he also didn’t reply to similar letters written by many other shock survivors, activists and supporters during a letter-writing campaign. 

Four years later in 2003, Dr. Bonnie Burstow and I founded the Coalition Against Psychiatric Assault (CAPA) in Toronto, the only antipsychiatry organization in Canada. One of CAPA’s key objectives is to dismantle the entire psychiatric system. At a public town hall meeting held in Toronto City Hall in July 2004, citizens voted to make electroshock and psychiatric drugs CAPA’s top two priorities. Nine months later in April 2005, CAPA sponsored two sets of public hearings - one on psychiatric drugs, the other on electroshock. Unlike other public hearings, psychiatric survivors were the only people allowed to give personal testimony, a welcome initiative whose purposes were, a. to encourage survivors to speak out; b. to recognize and validate the credibility of survivor speakers, and c. prevent health professionals from taking over the public hearings. As chair of the independent panel that facilitated the shock hearings, I know this was a very supportive and empowering experience for all shock survivors who courageously and clearly spoke out in public, several for the first time. The hearings were a consciousness-raising and empowering event for virtually everyone. Although a press conference was called, not one reporter showed up - a typical response from the Toronto media that refuse to recognize or cover antipsychiatry events.

In the panel’s shock report titled Electroshock Is Not A Healing Option, there are a total of sixteen major recommendations - six from survivors and ten from the panel. A clear majority of the survivors and all the panelists urged a total ban on electroshock. Significantly, not one of the eleven survivors who testified recommended psychiatric treatment, medical assessment or professional consultation as alternatives. Instead, a number of survivors urged peer counselling, some wanted more self-help groups and other community-based alternatives, others called for networking with psychiatric survivor and advocacy groups. Some of the panel’s recommendations were addressed to the city government, a few to the provincial government, and others to the federal government.

These recommendations included the following:

- A total electroshock ban.

- A safe ‘healing house’ for shock survivors.

- A public education campaign and establishment of a citizen’s working committee to coordinate educational initiatives focused on electroshock.

- A national ECT database.

- A free, publicly accessible electroshock website to include an accurate description of the ECT procedure, detailed shock statistics from every province and territory.

- A comprehensive list of adverse reactions to electroshock including a list of all shock-related deaths reported in the medical-psychiatric literature.

- A shock bibliography including survivors’ personal accounts of electroshock.

- A Mandatory ECT Reporting Law. (21)
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STOP THE VIOLENCE - STOP SHOCK NOW

SHOCKING WOMEN IS PSYCHIATRIC RAPE

STOP SHOCKING OUR MOTHERS AND GRANDMOTHERS

SHOCKING SENIORS IS ELDER ABUSE

ONE-TWO-THREE-FOUR

WE DON’T WANT YOUR SHOCKS NO MORE

FIVE-SIX-SEVEN-EIGHT

SMASH THE PSYCHIATRIC STATE

HEY-HEY,HO-HO

ELECTROSHOCK HAS GOT TO GO

SURVIVORS UNITED WILL NEVER BE DEFEATED
Mother’s Day Protest Against Electroshock 

On Mother’s Day, Sunday, May 13, 2007, the Coalition Against Psychiatric Assault (CAPA) organized a public, arts-based demonstration in Toronto against electroshock. On the same day, two similar demonstrations were held in Montreal and Cork, Ireland, each demanded, “Stop Shocking Our Mothers and Grandmothers.” This public event marked the first international anti-shock demo in the anti-shock/antipsychiatry movement. This was an enormously exciting and empowering event, the first international Mother’s Day protest against electroshock in history, the first mainly organized by women and driven by a feminist perspective. In Toronto, approximately100 survivors and allies first gathered in front the Clark Institute of Psychiatry (Toronto’s notorious shock mill), then marched to Queen’s Park (site of the Ontario legislative building) while carrying anti-shock and antipsychiatry signs and chanting slogans like, “one-two-three-four, we don’t want your shocks no more/five-six-seven-eight smash the psychiatric state,” and “stop shock now.” At Queen’s Park the crowd grew to 140 people (twice as large as any previous anti-shock demonstration in Canada) to listen to women survivors and antipsychiatry activists, listen to folksinger-songwriter Roger Ellis sing a number of protest songs including his recently composed “Stop Shock Now,” watch a pantomime skit dramatizing the violence inherent in electroshock, picnic, and visit the various art exhibits that had been set up in the park.

Outstanding feminist, trauma specialist, author and antipsychiatry activist Bonnie Burstow moderated the open-mike part of the program. She began by contextualizing the event, remembering and honouring the many Canadian women electroshock survivors who for several decades have testified at public hearings and in documentaries, but largely ignored. She discussed what makes ECT a feminist issue, how women are electroshocked two to three times more often than men and also that women are likely to suffer more memory loss and brain damage from ECT than men. She concluded her presentation by reading the “Anti-Electroshock Proclamation” she drafted. Following my discussion of the growing international resistance to ECT, the focus of the demonstration shifted to the survivors and their intensely moving testimony.

Many of us will never forget the heart-wrenching and courageous testimony of ECT survivor Paivi Laine. She told about ECT’s devastating effects on her memory and her ability to express emotion and experience life passionately. Like many of the others who testified, she had never been told anything even remotely close to the truth about electroshock’s destructiveness and non-medical alternatives. Her daughter Liisa spoke about how proud she and her brother were of their mother for going public, to bear witness about the nightmarish reality of ECT. In addition to the personal testimonies, various CAPA members read letters of support from shock survivor-activists Sue Clark (Ottawa), Wendy Funk (Whitehorse), Helene Grandbois (Action Autonomie, Montreal), and Mary Maddock (MindFreedom Ireland), and allies. Bonnie ended the demonstration by urging everyone that we will  “return, return, and return again” to Queen’s Park until shock is banned.

Here was an event with an incredible sense of community and purpose. Just being there was an honor at what we all hoped would be the birth of a new Mother’s Day tradition. In 1872 just seven years after the Civil War, women in the United States, led by Julia Ward Howe, introduced Mother’s Day for Peace (shortened later to Mother’s Day) and stood up and inspired many other women to speak out and march against war and all its horrors. And 135 years later on Mother’s Day, protesters in Toronto, Montreal, and Cork - sisters and brothers, mothers and daughters - stood up, spoke out and marched together against electroshock and all its horrors.

There will be many more feminist and public anti-shock demos and protests. I hope they will spread like wild fire in many other countries until this psychiatric atrocity and crime against humanity is permanently wiped off the face of the earth. (22)

The Anti-Electroshock Proclamation 
We who care,

We who are committed to decency,

We who behold with horror the disrespect for humans around us

We who shudder at the knowledge

Of women whose memory has been turned into ember and ashes,

Of families brutally torn asunder by pulse waves or sine waves

Of the elderly, whose final life reward is electrocution,

We who hold this fearful knowledge can be silent no longer.

LEGISLATORS, on this Mother’s Day, we hold you directly accountable and call

On you to withdraw your authorization for electroshock

FELLOW CITIZENS who think this “practice” stopped decades ago, on this

Mother’s Day

We tell you that the carnage continues and that you too are responsible.

On this Mother’s Day, May 13, 2007, as survivors and allies, we come together to

Raise our voices to protest

And we vow to return

Return,

And return again

Until this abomination

Is no more. (23)

During the 1980s and 1990s, hundreds of shock survivors, activists, and supporters frequently, publicly and courageously protested against electroshock in Canada and the United States. Faced with the possibility of arrest, they courageously and non-violently protested in front of “shock mills” such as Toronto’s Queen Street Mental Health Centre and the Clarke Institute of Psychiatry (currently part of the Centre for Addiction and Mental Health). Public demonstrations and protests against electroshock and psychiatry abuses have been held virtually every year in the United States – particularly in San Francisco, Berkeley, New York City, Syracuse, Albany, Austin, Texas, Eugene and Portland, Oregon. In Canada since 1983, there have also been several protests, particularly in Toronto and Montreal; major demonstrations in Ireland, and New Zealand have also been held. Although these grassroots protests have been consciousness-raising and kept the electroshock issue alive as a human rights issue, they have been relatively small and unfortunately not resulted in any significant reduction in the use of ECT in many countries. Nevertheless, resistance to electroshock is growing and continues; the following chronology covers the last 28 years. 

Fighting Back: A Short Chronology

ECT is brutal, unethical, torture,…a crime against humanity…it must be stopped

- Sue Clark, shock survivor, 2005
Stopping shock treatment will require public outrage, organized resistance from survivor groups and psychiatric reformers, lawsuits, and state legislation.

- Peter Breggin, psychiatrist, critic and author, 2007

( 1982, May 17: Sixteen psychiatric survivors from the United States carry out nonviolent civil disobedience, a sit-in at the Sheraton Centre Hotel in Toronto to protest the forced treatment (including electroshock) practices and policies of the American Psychiatric Association (APA) during its Annual Meeting.  The sit-in occurs during a counter-conference of the International Conference on Human Rights and Psychiatric Oppression organized by On Our Own in Toronto - the first time the Conference is held outside the United States. All protesters are arrested and released the same day. 

( 1982, November 2: In Berkeley, California shock survivors and other activists protest the massive electroshocking of patients in Herrick Hospital and other psychiatric facilities. The Coalition to Stop Electroshock succeeds in putting a shock ban referendum (Measure T) on the city ballot — 61% vote to ban electroshock in Berkeley after the Coalition collects 2,452 names on a petition.  This referendum marks the first time US citizens are allowed to vote on electroshock or any psychiatric procedure in a city election.  The California State Supreme Court overturns the shock ban 41days later, Herrick immediately resumes shocking patients. (24)

( 1983, May 1: At the Annual Meeting of the APA in New York City, former US Attorney General and human rights advocate Ramsey Clark tells the psychiatrists, “Electroshock is violence.”

( 1983, May 23-24: During the 11th Annual International Conference for Human 
Rights and Against Psychiatric Oppression in Syracuse, New York, 9 psychiatric 
survivors block the front doors of Benjamin Rush Psychiatric Center as an act of 
nonviolent civil disobedience; all arrested and released the same day. Three years later, Benjamin Rush stopped electroshocking patients.

( 1983, October 21: the Ontario Coalition to Stop Electroshock organizes the first Public Forum on Electroshock and Other Crimes of Psychiatry in Canada. Several shock survivors and supporters give personal and political testimony against shock in Toronto City Hall. Rogers TV videotapes it.

( 1983, October 22: North American Day of Protest Against Electroshock. Survivor, anti-psychiatry and human rights groups in Denver, San Francisco, Boston, Syracuse, and Toronto carry out demonstrations, vigils, rallies and educational events.  In Toronto, some 30 former inmates and supporters march and protest in front of the Clarke Institute of Psychiatry, Ontario’s “shock shop.” (25)

( 1983, December 1-2, Toronto: the shock case of  “Mrs. T”, whose psychiatrist and a review board threatened to shock her against her will, is heard in the Ontario Supreme Court.  Electroshock survivor and lawyer Carla McKague advocates for “Mrs T”; she argues that electroshock is a form of psychosurgery as defined in Ontario’s Mental Health Act since both cause brain damage. The case loses but “Mrs.T” is not electroshocked after being referred to a doctor who promises not to shock her. First shock case in Canada sparks national media and political concern over electroshock. Ontario NDP leader Bob Rae exclaims in the legislature he didn’t know ECT can be forced on anyone. A few years later, Ontario’s Health Care Consent Act is amended to prohibit electroshock without informed consent. (26)

( 1984, January 17: At a public meeting of the Toronto Board of Health, seven members of the Ontario Coalition To Stop Electroshock convince the Board to call a moratorium on electroshock in Ontario.  The Board’s decision marks the first time in Canada that a health body raises concern over and tries to restrict electroshock, but Health Minister Keith Norton refuses to enforce the moratorium motion.

( 1984, July 3-6: Three Coalition members organize nonviolent civil disobedience; they stage a sit-in in Health Minister Norton’s office requesting to meet with him.  The protesters refuse to leave until Norton meets with them.  He refuses and security guards force the peaceful protesters out of the building. They all return on two consecutive days, the guards force them out again.  On July 6, the Coalition issues a press release criticizing Norton and demanding he appoint a shock survivor to the ECT panel.  A month later in July, Norton appoints shock survivor and lawyer Carla McKague to the 16-member ECT Committee; she is the only survivor on this medical-psychiatrist-dominated committee and the only member advocating abolition. (27)

( 1984, October 7, 14, 21: Since neither the Toronto City Council nor Ontario 
government calls for public hearings on electroshock, the Ontario Coalition to Stop Electroshock organizes three days of public hearings in Toronto City Hall.  Approximately fifty people, predominantly survivors and a few of their relatives give moving testimony about the devastating effects of permanent memory loss and brain damage on their lives.  All but one survivor urge a total ban. (28) 

( 1986, October 8: Several members of the Ontario Coalition to Stop Electroshock, human rights activist Kathleen Ruff and NDP justice critic Svend Robinson speak out against the Canada’s Mulroney government on Parliament Hill in Ottawa.  They protest against the government for refusing to compensate 9 Canadian victims of psychiatrist Ewen Cameron’s brainwashing experiments.  In the 1950s and 1960s, Cameron inflicted massive brain damage on more than 100 patients — mostly women — by “depatterning” their brains with massive, daily doses of electroshock, psychiatric drugs and “psychic driving.”  The Mulroney government eventually offers  “compensation” to many of Cameron’s “depatterned” victims with a one-time lump-sum payment of only $100,000.  Phoenix Rising publishes a scathing critique on the Mulroney government’s Cooper Report that claims the federal government is not legally or morally responsible for the brainwashing experiments it mainly funded.

( 1988, May 2: During another anti-shock demonstration organized by the Coalition in front of Toronto’s Clarke Institute of Psychiatry, the Toronto police charge survivors Jack Wild and Don Weitz with “trespassing/refusing to leave premises when directed.” They’re arrested after trying to hand out accurate shock information to patients on one of the wards during visiting hours, and refuse to leave while staging a sit-in. Many copies of the Coalition’s pamphlet “Your Right to Know the Truth About Electroshock” are handed out to people on the street to combat the misleading and inaccurate “ECT Guidelines/Patient Information” published by the Ontario government’s Ministry of Health.

( 1989, January 28: Resistance Against Psychiatry (RAP), a new anti-psychiatry group that succeeds the Ontario Coalition to Stop Electroshock, organizes a protest against the Ontario Psychiatric Association (OPA) inside and outside Toronto’s Sheraton Hotel where the OPA is holding its annual meeting.  Electroshock, forced drugging and diagnostic labeling are targeted.  Some signs read: “Drugs kill the will to live!”  “Electroshock kills the memory!” “Labels destroy dignity!” Demonstrators chant, “People have died, shrinks have lied, psychiatry is genocide!”  More than 25 protesters including many shock survivors, AIDS activists, lesbian and gay liberationists, members of the Alliance for Nonviolent Action, and prisoner rights groups support the protest and picket.

1990, May 14: 40-50 protest in front of the Clarke Institute of Psychiatry, Toronto’s “shock mill” where over 1000 people were shocked in the last 10 years; the protest is co-organized by Phoenix Rising and Ontario Psychiatric Survivors Alliance (OPSA) and endorsed by RAP.

1991, January 31: After public hearings in San Francisco, the city’s Board of Supervisors adopts a resolution “opposed to the use of, or financing of, Electro-Convulsive Therapy; and…urges the State Legislature to strengthen the informed consent laws related to ECT to assure patients receive balanced and accurate information regarding the treatment,…”(amended February 5, 1991)

( 1993, August 10: Prisoner Justice Day in Canada, approximately 75 psychiatric 
survivors and supporters protest in front of Toronto’s Queen St. Mental Health Centre where thousands of patients, including On Our Own member and shock survivor Mel Starkman, are locked up, forcibly drugged, physically restrained and subjected to solitary confinement (seclusion). RAP organizes the protest.  Mel is finally released two years later in 1995.

1996, February 8: Public protest in legislative building in Whitehorse, Yukon sparked by new shock machine in Whitehorse General Hospital. Shock survivor-activist Leonard Frank featured speaker. Organized by the Second Opinion Society.

1996,March: Nurse Stacie Neldaughter is fired for speaking out against ECT and trying to protect the rights of elderly patients (mainly women) who were electroshocked without informed consent in St. Mary’s Hospital in Madison, Wisconsin. The Wisconsin Board of Nursing soon revokes her nursing license despite public protests and letters written to support her fight for reinstatement; she loses a court appeal. Her fight sparks an independent investigation by the Wisconsin Coalition for Advocacy, which finds "serious deficiencies” in informed consent to electroshock in the hospital.

( 1997: 81-year-old Lucille Austwick, “the Rosa Parks of electroshock” and patient in an Illinois nursing home, refuses electroshock after a psychiatrist pressures her to consent. The Illinois Office of Advocacy and Guardianship and Support Coalition International support her case.  An appellate court judge rules in favor of Austwick’s right to refuse ECT, a precedent-setting judgment.

1997: Psychiatrist Peter Breggin calls for a shock ban in book Brain-Disabling Treatments in Psychiatry; includes a major statement to ban electroshock.

2000, November: Approximately seventy-five survivors and supporters demonstrate in front of the Centre for Addiction and Mental Health in Toronto. Organized by RAP, the protest targets electroshock and the Ontario government’s Community Treatment Order (CTO), a new amendment to Ontario’s Mental Health Act authorizing forced drugging and other psychiatric treatment in the community.

( 2005, April 9-10: The Coalition Against Psychiatric Assault (CAPA) holds its first public hearings on electroshock in the Toronto City Hall Council Chambers.  Only shock survivors are invited to speak. An independent panel facilitates the testimony and writes a report, Electroshock Is Not A Healing Option.  The full report and survivor testimonies are posted on CAPA site, http://coalitionagainstpsychiatricassault.com
2005 (June): Nurse Peggy Salters is awarded $635,000 in ECT malpractice suit in Columbia, South Carolina - the first successful shock/malpractice case in the United States. Salters sued the doctor for medical negligence which permanently disabled her. Dr. Peter Breggin was the expert witness.

( 2006, April 24: The Coalition for the Abolition of Electroshock in Texas (CAEST) 
organizes a public rally and march to protest electroshock and demands Seton Shoal Creek Hospital in Austin, Texas to stop shocking patients.  An excerpt from a Mission Statement on its website reads, “Our mission is to abolish electroshock in Texas, and we won’t rest until we do.”

( 2007, May 13: On Mother’s Day, three anti-shock demonstrations are simultaneously held in Toronto, Montreal and Cork, Ireland with the theme “Stop Shocking Our Mothers and Grandmothers.”  These protests highlight the fact that women, particularly elderly women and young women diagnosed with “postpartum depression,” are the chief targets of electroshock. They also reflect the historic fact that the movement to abolish electroshock is becoming international. (See reports on http://capa.oise.utoronto.ca, and capacanada.wordpress.com)


( 2008, May: Three anti-shock protests are again held in 3 different cities on or close to 
Mother’s Day with the theme “Stop Shocking Our Mothers and Grandmothers;” 
in Ottawa organized by the International Committee to Ban Electroshock; in Cork, Ireland organized by MindFreedom Ireland; and in Montreal organized by the Comite Pare-chochs in collaboration with Action Autonomie, the Collectif Pour la Defense des Droits en Sante Mentale de Montreal. 

2008: Irish psychiatrist Michael Corry publishes The Final Solution: Why ECT Must Be Banned. Published by The Wellbeing Foundationdation, www.wellbeingfoundation.org.

2009: Shock survivor and anti-shock activist Linda Andre publishes book Doctors of Deception: What They Don’t Want You to Know About Shock Treatment (Rutgers University Press). It’s a brilliant and comprehensive critique and expose of shock misinformation and lies told by psychiatrists, shock machine manufacturers, the American Psychiatric Association, and media. Also includes her personal shock experiences.

2009, May: On May 10, Mother’s Day, CAPA organizes another march and protest in Toronto, it’s theme is “Stop Shocking Our Mothers and Grandmothers;” a similar protest is held in Montreal, organized by Comite du Pare-chocks, Action Autonomie, en collaboration avec le Colectif la Defense en Sante Mentale de Montreal; on May 11, NDP-MPP Cheri DiNovo introduces a private member’s bill in the Ontario legislature to defund ECT in all public hospitals in Ontario, and gives a press conference--speakers include CAPA members Dr. Bonnie Burstow, Mel Starkman and Don Weitz; on May 31, MindFreedom Ireland organizes a similar shock protest in Cork, Ireland. 

2010, May:  Another Mother’s Day protest organized by CAPA is held in Toronto with the theme “Stop Shocking Our Mothers and Grandmothers.” The march and protest are held as a post-conference event on May 9, one day after the end of PsychOUT: A Conference for Organizing Resistance Against Psychiatry. An anti-shock resolution opposing electroshock and unanimously passed by the PsychOUT Conference is read out by Dr. Bonnie Burstow; a number of other antipsychiatry activists and shock survivors from Canada, Ireland, Germany and the United States also speak out. NDP-MPP Cheri DiNovo again promises to fight for her anti-shock bill in the Ontario Legislature and continue speaking out against electroshock - CAPA strongly supports her bill. A similar protest is organized and held by MindFreedom Ireland in Cork, Ireland on May 30. 

Alternatives
Some people ask, “What are the alternatives to ECT?” I feel like replying,” What’s the alternative to hitting your wife or partner over the head with a 2 X 4 or electric crowbar?” Stop beating her, stop shocking her! The fact that such a question is even asked is a pathetic commentary on the public’s ignorance and the power of psychiatry’s fraudulent medical model that continues promoting the myth of  “mental illness”, “safe and effective medication” (brain-damaging antidepressants and neuroleptics), the fraudulent “biochemical imbalance” theory, and the lie of  “safe, effective and lifesaving ECT.” Here are a few of many safe and humane alternatives to electroshock: peer counselling, safe supportive and co-op houses, crisis centres, advocacy groups, trauma centres and healing houses — especially for women shock survivors.  Unfortunately, the last two do not exist in Canada.

When people ask me, “What can I do to help stop electroshock?” I offer these practical suggestions.

If you’re a shock survivor, psychiatric survivor, anti-psychiatry or social justice activist:
( Get together and network with other survivors, relatives of survivors, activists and allies.

( Organize educational workshops, public forums or town hall meetings, rallies, marches, and demonstrations against electroshock in your community or city.
( Organize anti-shock demonstrations at annual meetings of a provincial psychiatric association, the Canadian Psychiatric Association, the American Psychiatric Association, or the World Psychiatric Association. 
( Participate in or help organize anti-shock protests in front of  “shock mills”, psychiatric hospitals or mental health centres where shock is frequently administered.
( Tell your shock story to a newspaper, radio or tv reporter.

( Write and publish your personal shock story, post or blog it on survivor and anti-shock websites: capa.oise.utoronto.ca, capacanada.wordpress.com, ect.org, geocities.com/sueclark2001ca, endofshock.com.

If you are a health professional:

Refuse to participate in ECT in your hospital or clinic 

Organize a support or discussion group of doctors, nurses and/or  social workers who oppose ECT, especially risks & alternatives

Be a whistleblower, see http://allhealthcare.monster.com/benefits/articles/2824-should-nurses-blow-the-whistle

Invite shock survivors as guest speakers

Publicly question or challenge psychiatrists’ claims of  ECT’s “safety and effectiveness.”

Read personal accounts by shock survivors 

Attend public forums, rallies, and protests against electroshock

If you are a concerned citizen or student, you can get involved by taking these actions: 
( Write letters to the editor and op-ed pieces to combat pro-shock articles. 
( Help organize a letter-writing campaign or anti-shock petition, mail them to MPPs, provincial health ministers, the federal minister of health, and Health Canada.
( Lobby national and international human rights organizations including Amnesty 
International, Human Rights Watch, and the United Nations Committee Against 
Torture; urge them to publicly condemn electroshock as a serious violation of human rights, torture or “cruel and unusual punishment.”

( Urge your organization, college or university to help sponsor or endorse provincial, national, or international conferences that recommend a moratorium or ban on electroshock.

End Electroshock Now
ECT is a crime against humanity and must end now.

- Sue Clark-Wittenberg, Canadian shock survivor and anti-shock activist, at public protest on Mother’s Day, Parliament Hill in Ottawa, May 11, 2008.

I now endorse public efforts to ban ECT. The banning of ECT should be supported by all concerned mental health professionals. 
— Peter Breggin,M.D. [psychiatrist], Brain-Disabling Treatments in Psychiatry, 1997.

Although electroshock has been regulated and restricted in some 30 states in the United States and perhaps in one or two European countries, no state or country has officially banned or declared a moratorium on electroshock.  Nevertheless, I am convinced that electroshock will be banned some day.

Achieving a national or international ban or moratorium on electroshock will take much more public education and organizing at grassroots, local, provincial, state and national levels including many more public rallies, demonstrations and protests.  Getting a shock ban demands the commitment of many thousands of health professionals, including neurologists who know more about the destructive effects of convulsions and seizures and brain damage than psychiatrists – it’s time they speak out, so far they’ve been silent. 


Many other physicians, nurses, social workers, and lawyers must also get involved in the anti-shock movement. Health professionals and lawyers must break their long and inexcusable silence and start publicly denouncing electroshock as a serious violation of medical ethics, particularly informed consent, and human rights. Don’t wait for governments to pass a “whistleblower” law, although that would certainly help.


Achieving a ban will also demand the personal commitment and direct action (including nonviolent civil disobedience) of thousands of psychiatric survivors, anti-psychiatry activists, social justice and human rights activists, and dissident health professionals who understand that electroshock is a brutal, brain-damaging psychiatric procedure, a serious violation of our human rights.

Let’s start working together to end electroshock now, then let’s organize to get rid of the coercive, dehumanizing, and tyrannical psychiatric system. (see Appendix 2, Shock Resistance Chronology)


NOTES

1. see Leonard Roy Frank, The Electroshock Quotationary, 2006 [online] http://endofshock.com
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Chapter 6

Brainwashing and Dr. Cameron 
Brainwashing...the process by which captors break the spirits of political and military prisoners, forcing them to give up old beliefs, attitudes, and patterns of conduct (deprogramming) and to adopt new ones (reprogramming). The technique involves five stages: isolation ( solitary confinement; humiliation (browbeating); debilitation (food, sensory, and sleep deprivation, and physical discomfort); conversion (admission that one’s previously held beliefs were incorrect and assurance of future cooperation with the authorities); re-indoctrination (retraining). This formulation may be paralleled in psychiatry along the following lines: commitment (separation from the community); diagnosis (stigmatization); somatic treatment (de-energizing drugs, amnesic treatment); cure (acceptance of psychiatrically correct attitudes); rehabilitation (resocialization).

– Leonard Frank, anti-shock activist, author and editor, and survivor of insulin coma shock and electroshock, (1) 

He lives in the immediate present. All schizophrenic symptoms have disappeared.

There is complete amnesia for all events in his life.

– D. Ewen Cameron, M.D. [psychiatrist] (2),

Without memory, there is no personal identity, no continuity in the days of his life. Memory provides the raw material for designs both great and small. Thus, governed and enriched my memory, all the enterprises of man go forward.

– D. Ewen Cameron. M.D. [psychiatrist] (3) 

The Canadian Psychiatric Association herewith records its profound appreciation to the outstanding contribution made to the development of Psychiatry by Donald Ewen Cameron. The Canadian Psychiatric Association esteems it a privilege to add the name of DONALD EWEN CAMERON to its roll of Honorary Members. 

– Canadian Psychiatric Association (4) 
Leonard Frank has relabeled electroshock (ECT) as “ECB: electroconvulsive brainwashing.” I completely agree with this very apt and consciousness-raising term. ECB is like a random electronic mind-eraser, because it massively and indiscriminately wipes out memories, destroys intellectual skills and creativity, and shrinks one’s very sense of identity – maybe not all the time, but frequently enough to cause massive harm, trigger lawsuits and raise public alarm.

However, ECB did not alarm Dr. Ewen Cameron. In fact, it became a favourite weapon in his notorious brainwashing (“depatterning”) experiments, jointly funded by the Canadian government and the CIA. In the 1950s and early 1960s when Cameron was carrying out these memory-destroying/brain-damaging experiments, psychiatrists and government officials knew all about them, because they were being published in Canadian and American psychiatric journals. Nevertheless, Cameron’s colleagues at McGill University and the Allan Memorial Institute (AMI) in Montreal kept their mouths and minds shut. They feared and worshipped Cameron. The fact that virtually all the psychiatrists at AMI and McGill covered up Cameron’s brainwashing experiments makes them complicit in some of the most horrific human rights violations and blatant breaches of medical ethics in the history of psychiatry and medicine. 

When Cameron died in a mountain accident in Quebec in 1967, he was the most widely respected and world-famous psychiatrist in North America, noted particularly for his allegedly innovative treatment of “schizophrenia.” He had served at various times as president of the Quebec, Canadian, American and World Psychiatric Associations. In 1945, two years before the start of the Nuremberg War Crimes Trial, Cameron was one of three psychiatrists who examined Nazi leader Rudolph Hess and declared him “sane in the strict sense of the word.” Yet a mere ten years later, he had no trouble declaring many of his patients “schizophrenic.”

As director and chief psychiatrist of the Allan Memorial Institute from 1950 to 1964, Cameron carried out high-risk, unethical and, in fact, criminal brainwashing (or, as he called it, “depatterning”) experiments on many patients, not only without their consent, but by coercion. His experimental methods included daily megadoses of electroshock and high-risk psychiatric drugs (e.g., chlorpromazine/Largactil, LSD, barbiturates), “psychic driving,” and sensory deprivation or “isolation” techniques, in successive and torturous combinations. Exploiting perhaps as many as two hundred vulnerable and unsuspecting “psychotic” and “psychoneurotic” inmates – mostly women – Cameron first tried to “depattern” his patients by electroshocking them, sometimes as many as 90 times in just four days. He believed that this would erase virtually all their delusional or “schizophrenic” ideas, beliefs, attitudes, and memories. Then, he “reprogrammed” them using “psychic driving” – a unique and maddening procedure of his invention, which involved playing endless repetitions of emotionally-charged, highly personal phrases and sentences (derived from “therapy” sessions) through headphones that his patients were forced to wear for weeks at a time. Cameron believed that this barbaric practice would produce a “dynamic implant.”

Besides electroshocking inmates, forcibly “medicating” them with powerful psychiatric drugs including barbiturates and neuroleptics and constantly bombarding them with emotional messages, he also put them into “deep sleep therapy” for weeks at a time. Further, he subjected many to a form of sensory deprivation based on McGill psychologist Donald Hebb’s “isolation experiments,” severely restricting their vision, hearing and touch.

Within only a few days of this “depatterning,” many inmates regressed to child-like behaviour. Some became incontinent ;others lost virtually all their abilities and skills, their sense of self, and their very souls. A few tried to escape. Some killed themselves by jumping out of  hospital windows. Approximately 80 per cent of Cameron’s human guinea pigs were vulnerable women labeled “psychoneurotic”; others were labeled “schizophrenic.” Virtually all the “depatterned” survivors were severely and permanently traumatized and brain-damaged. Although Cameron’s obviously horrific brainwashing methods were published in Canadian and American psychiatric journals, not one psychiatrist publicly challanged or crticized him while he was alive.

During Cameron’s 15-year autocratic reign as director and chief psychiatrist at ‘the Allan,’ the Canadian government (including the Department of Health and Welfare and the Defence Research Board of the Department of National Defence) gave him approximately $500,000 in research and “mental health” grants to conduct his brainwashing experiments. Contrary to popular belief, the CIA gave him much less – approximately $63,000; the Canadian government was his main funder.

By 1960, Cameron had a worldwide reputation as a highly respected authority on the treatment of “schizophrenia.” He had also taught and/or trained hundreds of psychiatrists from the United States, the UK and elsewhere. Today, some of these biological psychiatrists are heads of hospital psychiatry departments and professors of psychiatry in Canadian, American, and British universities, where they continue to label, stigmatize and traumatize thousands of citizens; authorize and/or administer electroshock (mainly to women and elderly patients); forcibly drug “patients” with brain-damaging antidepressants and neuroleptics (“antipsychotics”); and promote psychiatry’s fraudulent medical model of “mental illness” as enshrined in the psychiatric bible, Diagnostic and Statistical Manual of Mental Disorders (DSM-IV); DSM-V will be published shortly.

Many survivors of Cameron’s brainwashing experiments have sued or tried to sue the Canadian government and/or the CIA. Some settled out of court; others were awarded a maximum amount of $100,000 from the Canadian Justice Department’s “Depatterned Persons Assistance Fund” (see below) – for having their health, lives and careers permanently destroyed. The Canadian government and the CIA got off cheap; the survivors did not. Some died early from “medical complications”; others killed themselves. A few brainwashing survivors sued the Canadian government and won inadequate compensation, usually in out-of-court settlements. 

My article below describes some of Cameron’s brainwashing experiments, and the complicity of the Canadian and American governments in this psychiatric atrocity – one of the most horrific chapters in the history of psychiatry. The following are excerpts. (5) 

 A Psychiatric Holocaust

Since 1977, when The New York Times revealed that the Central Intelligence Agency had funded the brainwashing experiments of Dr. Ewen Cameron in Montreal, the public and the media have been under the mistaken impression that the CIA alone provided financial support for these psychiatric atrocities of the 1950s and 1960s.

The Cameron Experiments

Isolation

From 1950 to 1954, the federal department of National Health and Welfare gave Cameron $17, 875 to support his “Behavioural Laboratory” in the Allan [Memorial Institute]. This grant funded several of his brainwashing studies, including sensory deprivation, psychic driving, electroshock, and the use of the male hormone testosterone on women patients.

He was unable to find patients who would agree to undergo the Hebb/McGill isolation procedure, but did use a modified version of “the isolation technique of Dr. [Donald] Hebb” on some patients, to lower their resistance to his psychic driving experiments.

In 1956, Cameron published a major article on psychic driving in the American Journal of Psychiatry, the official publication of the American Psychiatric Association, of which he was once president. In the article, based on his government-funded research at the Allan, he described his technique as a new “therapeutic” method, claiming that “driving” patients with “verbal cues” would help “reorganize” their personalities.

Most of the 15 patients who were involved in the study were diagnosed “neurotic”;˙ all but one were women in their 30s and 40s. The Allan technique, almost identical to the one used at McGill, consisted of severe restrictions of vision, hearing, and touch. Talking was limited to two brief interviews a day with the researchers, and nurses were ordered not to talk to the patients. But unlike the McGill students, the patients at the Allan were forcibly isolated, and for longer periods – four, five, and as many as six days in a row.

Within the first 48 hours of isolation, most of the patients became disturbed, or “regressed”, and more than half of them started hallucinating and experiencing intense “depersonalization.” Two became overtly “psychotic” and were then subjected to electroshock to erase their “paranoid” or “obsessional” reactions.

One patient, a 25-yeard-old man, began to panic on the fifth day of isolation:

“I feel I am not here…I am in another world…I am afraid I am not going to come back …I feel like I am going out of this world … I don’t feel real.” A 41-year-old woman became so upset that she stopped the treatment on the fifth day.

The 1956 study gave Cameron even more encouragement to continue using this isolation technique on many of his patients in his psychic driving and depatterning experiments, many of which were funded by the CIA and Health and Welfare.

Psychic Driving

In his final report to Health and Welfare in 1954, Cameron described his psychic driving procedure:

“The dynamic implant may be set up either by autopsychic or heteropsychic driving. The first consists in the repeated playing a key statement by the patient. The second is the playing of a statement devised by the therapist from his knowledge of the patient’s dynamics.”

Cameron added that he usually played the patients’ statements for 10 to 30 minutes at a time and the therapists’ statements for as long as “ten consecutive days of 16 hours each if the patients is kept under modified sleep treatment during this period.”

Some of these cues, usually selected by Cameron during therapy sessions, were arranged in a “loop,” which he played back to the patients for 10 to 15 hours a day, sometimes for weeks on end. Through this technique, he speculated, the patients would be forced to respond to hidden or repressed experiences triggered by the psychic driving; some of the cures, he further hypothesized, would be embedded in their minds and eventually change their behaviour.

In the article, Cameron also described the way he dealt with seven of his women patients who suffered from depression or “feelings of inadequacy” while being treated at the Allan. They were all subjected to intense psychic driving for hours, without their consent. One “highly defensive” woman, for example, became very upset after she was forced to hear her own statements repeated 30 to 45 times.

Another woman, who felt “intensely rejected by her husband,” was forced to listen to this sequence:

“I hate to hear that—it upsets me, look at me shaking.” (19 repetitions)

 “It upsets me enough…I can’t count on my husband and my husband and my mother.” (21 repetitions)

Here Cameron commented, “the patient became red, restless and began to breathe heavily.” Nevertheless, he continued the barrage:

“It makes me mad when I think of my past, when I was so lonely…I am so lonely.” (45 repetitions)

At this point, Cameron said he stopped the psychic driving because his patient “continued to shake.”

Another woman was so upset by the procedure, which triggered painful memories of incest with her father, that she ran out of the building. Cameron dryly noted that he later had her committed.

Yet another woman was subjected to 25 hours of psychic driving, “part of it with her thinking disorganized under LSD-25.”

In the same article, Cameron proposed using even more drastic methods, including “prolonged sleep” induced by sodium amytal, combined with 10 to 15 days (10 to 20 hours a day) of psychic driving; the McGill “psychological isolation” procedure [developed by psychologist Donald O. Hebb]; and hypnosis under the drug Desoxyn, an experimental amphetamine later taken off the market.

The experiments Cameron carried out in the 1950s were published in Canadian and American medical journals between 1958 and 1961. Nevertheless, Health and Welfare continued to support the research: from 1961 to 1964, a second grant of $57,750 was awarded for more research into psychic driving.

The final report of his project, “A Study of Factors which Promote or Retard Personality change in Individuals Exposed to Prolonged Repetition of Verbal Signals,” was submitted in 1965, and officially received and signed by various government officials, including Gordon E. Wride (Principal Medical Officer for Health Insurance Studies in the Health and Welfare department) Dr. J.A. Dupont (also of Health and Welfare) and Denis Lazure (Assistant Deputy Health Minister in Quebec). 

In the report, Cameron described 61 tests on 50 patients at the Allan, and an “intensive study” of 18 of these patients during a two-year follow-up period. He claimed “recovery” for as long as five years, including three years of “ambulatory” (outpatient) psychic driving for three to six hours a week.

Several of these people, he wrote, broke down or “decompensated”; his “treatment” for this reaction consisted of more driving, drugs, electroshock, or a combination of all three.

Once again, the vast majority of his human guinea pigs were “psychoneurotic” women.

The results of this government-funded research were later published in 1956 in the Canadian Psychiatric Association Journal. The article, titled “The Effects of Long-Term Repetition of Verbal Signals,” was co-written by Cameron, Leonard Levy, Thomas Ban and Leonard Rubenstein, all staff members at the Allan or elsewhere at McGill. In it, Cameron boasts that “[During the “third stage of depatterning” the patient] lives in the immediate present. All schizophrenic symptoms have disappeared. There is complete amnesia for all events of his life.” 
Depatterning

On Jan. 21, 1957, Cameron applied to the New York-based Society for the Study of Human Ecology (a known CIA front) for further funding of his psychic driving experiments. The research project bore the innocuous title: “To Study the Effects Upon Human Behaviour of the Repetition of Verbal Signals.”

Cameron was eager to refine his depatterning procedure to ensure that the “dynamic implant” would lead to permanent behavioural changes in his patients. In the application, he succinctly outlined the four-step brainwashing procedure he later inflicted on approximately 80 patients at the Allan:

· The breaking down of ongoing patterns of the patient’s behaviour by…particularly intensive electroshock (depatterning).

· The intensive repetition (16 hours a day for 6 or 7 days ) of the prearranged verbal signal.

· During the period of intensive repetition the patient is kept in partial sensory isolation.

· Repression of the driving period is carried out by putting the patient, after the conclusion of the period, into continuous sleep for 7-10 days.

Cameron also said he was still looking for more efficient ways to immobilize or inactivate his patients during psychic diving, including such powerful drugs (used singly or in combination) as Artane, Anectine, Bulbocapnine, Curare [a potent drug that paralyzes all muscles, including the diaphragm), and LSD-25.

From April 1957 to June 1960, the CIA (through its front) gave Cameron $59,475.54 to conduct his depatterning experiments on many patients at the Allan – most of them women – and a further $4,775 to continue his psychic driving research. The funding was officially approved by Colonel James L. Munroe, a CIA agent who signed all grant approvals as “Executive Secretary” for the New York organization. The project was also approved by Dr. Sidney Gottlieb, a psychologist and Chief of the CIA’s Chemical Division of Technical Services Staff.

The first published report of the depatterning procedure appeared in a 1958 issue of the Canadian Medical Association Journal, under the heading “Treatment of the Chronic Paranoid Schizophrenic Patient.” In it, Cameron and colleague S.K. Pande described their depatterning/brainwashing technique in chilling detail:

“…frequently severe although transient disturbance of the brain function is an important factor in the favourable results. This disturbance is shown in terms of severe recent memory deficit, disorientation and impairment of judgement. Similar changes can readily be produced by a combination of sleep and electroshock treatment.”

This time, Cameron’s victims were 26 “paranoid schizophrenic” patients incarcerated in the Allan. Twenty-one were women. The basic procedure of depatterning and brainwashing consisted of prolonged sleep (20 to 22 hours a day) under daily doses of Thorazine and the barbiturates Seconal, Nembutal and Veronal; and intensive electroshock using the Page-Russell technique, which involved five to six shocks within two to three minutes. The objective of this massive electroshocking was “to produce in combination with sleep…confusion which we term ‘depatterning.’” Each patient was subjected to at least 30 shocks within one to two months, and some were shocked as many as 60 to 65 times within two months – to achieve “complete depatterning.”

After 30 shocks and five days, patients showed “severe memory deficits…” their “delusions” were still present. Ten to 20 days later, they demonstrated serious temporal/spatial disorientation: “Who am I?” they asked. “How did I get here?” And all “delusions” were “broken up.”

After 30 to 60 shocks, the typical victim was completely disoriented. As Cameron expressed it, one patient “…does not recognize anyone, has no idea where he is and is not troubled by that fact…[he has] urinary incontinence and has difficulty in performing simple motor skills.” Nor, bragged Cameron, was there any remaining evidence of “schizophrenic” behaviour.

Scientific documentation of permanent brain damage caused by the depatterning procedure, and particularly the electroshock, was finally revealed in 1967 – the year Cameron died, and three years after the Canadian government stopped funding his psychic driving experiments.

In a 10-year follow-up study of 29 of Cameron’s “depatterned” patients, psychologist A.E. Schwartzman and psychiatrist P.E. Termansen discovered that 63 per cent of 27 shocked and depatterned patients showed permanent memory loss [indicative of brain damage], and that in 60 per cent of these memory losses, anywhere from six months to 10 years of experience was erased. These researchers recommended that intensive electroshock be stopped. It wasn’t. (6)

The Response of Psychiatry

Before his death in 1967, Dr. D. Ewen Cameron was president of the Canadian Psychiatric Association, the American Psychiatric Association, the Quebec Psychiatric Association and the World Psychiatric Association He was also the founder and first director of the Allan Memorial. He received many honours and awards including the Mental Hygiene Institute of Montreal’s “‘Mental Health Award’ for outstanding contributions to the mental health of the Canadian people” in 1966. In 1965, the Canadian Psychiatric Association (CPA) made him a lifetime Honorary Member. In its citation to Dr. Cameron, the CPA expressed its “profound appreciation his outstanding contribution made to the development of psychiatry in Canada…” It also praised Cameron for contributing to “far-reaching advances in he fields of treatment-education-research.”

A month later, the following editorial statement was published in the Canadian Psychiatric Association Journal:

“As a diligent seeker after knowledge, a gifted author, a renowned administrator and inspiring teacher he bought…a wider and deeper understanding of the important and significance of the emotional life of man.”

Nineteen years later, the psychiatric “profession” in Canada and the United States remains silent about Cameron’s crimes, and still refuses to acknowledge that one of its leaders planned and conducted some of the most unethical, dehumanizing, and destructive experiments in psychiatry, comparable only to the medical tortures carried out in the concentration camps of Nazi Germany.

Around 1985, nine survivor/victims of Cameron’s experiments launched a $9 million lawsuit against the CIA. Each asked for $1 million as financial compensation. The Canadian government, and particularly the Justice Department, repeatedly stalled, flatly refused to support or help fund their lawsuit, and refused to share any information about the CIA’s involvement in Cameron’s torture experiments with the survivors and their lawyers – one of whom was the outstanding and late US civil rights lawyer Joseph Rauh Jr.

The Canadian government’s final and token offer of a maximum $100,000 “compensation” to each brainwashing survivor was mainly based on the its own self-serving internal report, Opinion of George C. Cooper, Q.C., Regarding Canadian Government Funding of the Allan Memorial Institute in the 1950s and 1960s (May 1986). The “Cooper Report” was written by Halifax lawyer and Progressive Conservative Party hack George Cooper, commissioned by federal Justice Minister John Crosbie, and supported by former Prime Minister Brian Mulroney. It was essentially a denial of the Mulroney government’s and the CIA’s legal and moral responsibilities and complicity in Cameron’s brainwashing experiments.

Cooper and his psychiatric consultant/“experts” trivialized the survivors’ many horrendous and permanent disabilities and the suffering caused by Cameron’s experiments. Not surprisingly, many brainwashing survivors felt this report insulted and exploited them; many other psychiatric survivors, antipsychiatry and human rights activists, including Dr. Bonnie Burstow and myself, were outraged over this government whitewash of the worst psychiatric atrocity and human rights violation in Canadian psychiatry.

The following are edited excerpts from Bonnie’s and my article, “The Cooper Report: Another Government Whitewash,” published in Phoenix Rising:

The first of these central arguments, intended to vindicate the government, is that Cameron’s research proposals did not receive preferential treatment, and were monitored as carefully as other experiments that Health and Welfare funded. In other words, that normal caution was exercised, and that the government is therefore not culpable.

In fact, Health and Welfare funded Cameron despite mutterings in the psychiatric community that there was something wrong or unethical about what he was doing. Cooper admits this. The implication is that if the researcher were someone less famous than Cameron, such mutterings would undoubtedly have led to investigation or flat refusal of the grant application(s).

The claim that normal caution was exercised is no proof that the government acted responsibly. On the contrary, it is simply an indication that the government was in the habit of acting irresponsibly, which makes it clear how these practices could have occurred.

Cooper’s next argument is that Cameron did not greatly exceed what was considered acceptable psychiatric practice at the time. After all, Cooper points out, other psychiatrists used “regressive” shock, drugging and sleep therapy. 

But in fact, Cameron’s techniques far exceeded what was then prevalent practice. His “psychic driving” and prolonged sensory deprivation procedures, for example, were not medically accepted treatments. …[no other psychiatrist] used more than one at a time. It is this combination, especially of drugging and “regressive” electroshock, that caused the massive brain damage Cameron called “depatterning.” 

We also object to the notion of cultural relativity implicit in this argument; that since what Cameron did was not too far out of line with what other psychiatrists were doing, there is no culpability. There is individual conscience, and we do hold people responsible for perpetrating acts that blatantly violate our society’s ethics.

No Defence

During the Nuremberg Trials, some Nazi doctors were found guilty of war crimes, despite their acts having been acceptable to their fellow Nazis. The claim that other Nazis killed and tortured people was no defence. The claim that other psychiatrists perpetrated torturous and brain-destroying acts should not be any defence in Canada.

Cooper’s final argument is that unless someone has been damaged, it makes no sense to speak of reparations. He adds that there is “no patient of whom it could be said with certainty that they were worse off because of the depatterning...”(p.72)

What we have here is the ultimate copout – a lie. The human evidence by which we normally reach conclusions is available. Cooper didn’t bother interviewing any of Cameron’s victims and didn’t see their medical records. He says he had “no mandate” to do so. He should have had - it’s his fault and the fault of former justice Minister John Crosbie that he didn’t. The Allan Memorial victims have publicly testified in the media and in court about their permanent damage, and they all have witnesses to verify their stories.

Before Cameron’s experiments, Velma Orlikow could read and concentrate. Now, more than 20 years later, she is still unable to do either. Before Cameron’s experiments, Robert Logie could sleep without terror. Now, he cannot. There were inmates who committed suicide in the Allan Memorial during these experiments. . . .[subjective] evidence is amply available in this case, and should be accepted. Denying it is tantamount to deciding that psychiatry has the unique right of never being held accountable for its acts. Perhaps this is the hidden agenda behind Cooper’s report; creating unreasonable criteria and a precedent whereby selected institutions can get off the hook, no matter what irresponsible acts they commit.

The Canadian government, the Canadian psychiatric establishment and the CIA must all be very pleased with Cooper’s report. None of them is held responsible, even partly, for what the whole world knows is an atrocity! The stage is set for more psychiatric crimes and government cover-ups. (8)

Several of us antipsychiatry activists publicly criticized the Canadian government for denying its legal and moral responsibility for Cameron’s torturous brainwashing experiments. 

The Coalition to Stop Electroshock decided to act; unfortunately, no other survivor or social justice group was prepared to speak out at the time. On October 6, 1986, approximately 20 of us survivors, activists and supporters held a public protest on behalf of the “Canadian Nine” on Parliament Hill in Ottawa. A few prominent political figures supported our protest: David Orlikow, NDP-MP from Winnipeg and husband of brainwashing victim Velma Orlikow (she died a few years ago), who was suing the Quebec government and the CIA; NDP justice critic Svend Robinson; NDP immigration critic Dan Heap, who helped arrange a press conference for us; and human rights advocate and editor Kathleen Ruff. They all denounced the government for its stonewalling and secrecy and its unconscionable refusal to help the survivors in their lawsuit.

Bonnie Burstow, chair of the Coalition, and I spoke out against the CIA and government complicity in front of the US Consulate and resisted RCMP pressure to move us off the sidewalk. On the same day, the Coalition held a press conference and made three key demands:

1. The Canadian government must release to the victims all the incriminating evidence it has against the CIA;

2. The Canadian and US governments must publicly acknowledge their legal and moral responsibilities to these victims; and 

3. The Canadian and US governments immediately offer the victims “reparations for their permanent damage and suffering.” 

Our protest against the Canadian government and the CIA attracted some local media interest and coverage – a big change, since the mainstream media generally ignore our antipsychiatry protests along with many other events we have organized.

A year later, in 1987, the Coalition sent a petition, signed by approximately 1,500 citizens, detailing our demands to the Canadian government. About this time, Joe Clark (former Justice Minister in the Mulroney Tory government) announced that the government would offer each of the nine surviving victims $20,000 to cover their legal costs, which had already soared well above $100,000. Another token gesture; another insult; another victimization; another injustice.

In June 1988 – just before the “Canadian Nine” were scheduled to appear in a US court – the CIA suddenly offered each victim $75,000 (US), at that time worth $100,000 Canadian. (Seventy-one-year-old Francis Langleben couldn’t benefit; she had died a year earlier.) By settling out of court, the CIA benefitted in two ways: it could legally continue withholding incriminating evidence of its complicity in crimes committed in Cameron’s experiments; and it could still refuse to share the relevant documents with the victims and their lawyers.

In the early 1990s, Canada’s federal Justice Department set up a “Depatterning Compensation Fund” for any brainwashing survivor/victim who applied for financial compensation. According to Arlene Tyner’s excellent series on mind control, as of the year 2000, 127 survivors have applied to the fund for compensation; 76 were each awarded a maximum of $100,000. Of course, no amount of money can sufficiently compensate for the lifelong disabilities, trauma and suffering caused by Dr. Cameron’s government-funded brainwashing. (9)

I’m pleased to have had my letter “Psychiatry Bears Guilt in Brainwashing Tests” published unedited in The New York Times on November 26, 1988. 

Dear Editor:

Congratulations for “The CIA and the Evil doctor” (Op-Ed, Nov. 7) by Leonard S. Rubenstein, a lawyer who represented the plaintiffs in a case settled out of court last month that involved the Central Intelligence Agency and Dr. D. Ewen Cameron’s unethical brainwashing experiments in the 1950s. As Mr. Rubenstein explains, “The research project tested the theory that a person could have some of the contents of his mind obliterated and replaced by ideas of the researcher’s choosing.”

The late Dr. Cameron’s psychiatric tortures were chiefly funded by the Canadian Government, specifically National Health and Welfare. From 1950 to 1964, Health and Welfare gave Dr. Cameron approximately $500,000 in “mental health grants; most was targeted for his brainwashing research, which the government knew, or should have known, about. (The CIA gave Dr. Cameron roughly $65,000 from 1957 to 1961.)

Like the CIA and the Canadian and United States psychiatric establishments, the Canadian government still denies its legal and moral responsibilities to all of Dr. Cameron’s brainwashed victims. Last January, the Canadian government announced it was paying each of the nine victims in the case a mere $20,000 – for their legal costs only!

Dr. Cameron’s torturous mind-control methods were the logical extension of biological psychiatry, which still promotes the myth of “mental illness,” including “schizophrenia,” and which still inflicts brain-damaging procedures such as electroshock therapy, psychosurgery and psychiatric drugs upon millions of people. Such “treatment” is actually social control.

Dr. Cameron’s failure to obtain informed consent from his guinea pig “patients” was no aberration. He clearly and knowingly violated the Nuremberg Code’s stipulations regarding medical experimentation. In psychiatry, forced treatment is the rule, not the exception.

Dr. Cameron had the support of many psychiatrists and psychiatric residents, whom he trained or worked with, and not one had the guts or integrity to speak out or criticize his brainwashing methods. The Canadian and American Psychiatric Associations are also culpable for refusing to denounce Dr. Cameron and his experiments.

It is not only Dr. Cameron, the CIA and the Canadian government that should be on trial in these experiments, but psychiatry itself. This pseudoscience, particularly as practiced in institutions, is destructive and immoral – and the Dr. Camerons are still among us.
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Chapter 7

“Medication” – Chemical Lobotomies

A pill, a pill, a pill for every ill

Every pill you take will take away your will.

– “The Pill Song” (chorus) by Ken Innes [songwriter and playwright] (1)

Psychiatry has unleashed an epidemic of neurologic disease on the world. Even if tardive dyskinesia were the only permanent disability produced by these drugs [i.e.,neuroleptics such as Haldol, Thorazine, Prolixin], by itself, this would be among the worst medically-induced disasters in history.

– Peter Breggin [psychiatrist and author] (2) 

The forcible drug treatment of mental patients is a hallmark of psychiatric aggression, violence masquerading as therapy.

– Thomas Szasz [psychiatrist and author] (3) 

Psychiatric drugs are not natural and safe substances that keep you healthy, nor are they medicines that can cure real disease – or, indeed, cure anything. They’re toxic chemicals that seriously disturb the nervous system, starting with the brain. I was very lucky not to have been drugged with Thorazine (chlorpromazine), the first of many neuroleptics (also known as phenothiazes or, more commonly, “major tranquillizers” or “antipsychotics”). Thorazine was first synthesized in 1950.

I was released from McLean Hospital in February 1953 – approximately one year before Thorazine started being used and hyped as a “major tranquilizer” for people labeled “schizophrenic” or “psychotic” in Canada and the United States. Like virtually all neuroleptics and many antidepressants, Thorazine has lobotomizing effects. Psychiatrist Heinz Lehmann, who first prescribed and promoted the drug in Montreal in 1954, aptly – and with no sense of irony – called it “a pharmacological substitute for lobotomy.” He prescribed it for many of his vulnerable “schizophrenic” patients. (4)

In the late 1960s – around the time of my divorce – I was understandably anxious and saw a psychiatrist at Toronto’s Clarke Institute of Psychiatry (big mistake!). Within a few minutes of our interview, “Dr. Schlemiel” (a pseudonymn) prescribed Thorazine, without bothering telling me about any of the effects or risks. One week later I threw the damn pills down the toilet, because my mouth felt weird – like it was stuffed with cotton – and my body and mind felt much worse. 

According to Ontario’s Health Care Consent Act, these are the essential “elements of consent to treatment”:

· The consent must relate to the treatment.

· The consent must be informed (see below).

· The consent must be given voluntarily.

· The consent must not be obtained though misrepresentation or fraud.

For informed consent, the following must be explained to the recipient:

· The nature of the treatment

· The expected benefits

· The material risks

· The material side effects

· Alternative courses of action.

· The likely consequences of not having the treatment (5)

I didn’t give my valid consent to Thorazine. In fact, nobody can give informed consent to Thorazine or any other psychiatric drug. That’s because psychiatrists routinely violate this legal and ethical principle; in psychiatry, “consent” is a cruel sham. On locked wards, at outpatient clinics, in nursing and old age homes and doctors’ offices, psychiatrists routinely misinform or fail to inform patients about the many common direct effects (trivialized as “side effects”) of these powerful drugs.

Neuroleptics can cause many serious effects, including brain damage, tardive dyskinesia (TD – see below), dystonia, akathisia, and parkinsonism. Some neurological disorders they commonly cause suchs as neuroleptic malignant syndrome (NMS – see below), delirium, convulsions or seizures can result in death. Driven to obtain “ compliance,” psychiatrists and other doctors almost never warn patients about these drug-induced medical crises; they also don’t bother informing patients about safe non-medical alternatives such as support groups, peer counseling or psychotherapy, diet and exercise, to name only a few.

In psychiatric facilities, the social climate of locked wards and maximum-security/forensic units is inherently coercive, threatening and intimidating; an inmate’s consent to any psychiatric drug is suspect because it’s obtained under duress – by the use of threats, blackmail, or other fear tacatics – and is therefore neither voluntary nor valid. In the practice of legitimate medicine, a patient’s refusal is respected; in psychiatry, refusal or criticism of any prescribed drug is usually interpreted by psychiatric staff as “lack of insight” or “anosognosia” (a so-called symptom of “mental illness”), incompetence or incapacity. The old blame-the-victim game. The frequent response of psychiatrists to such “non-compliance” is further intimidation/coercion – and often an increased dosage and/or the addition of other drugs. In mental health centres, psychiatric hospitals and prisons, forced drugging is the rule - not the exception.

On June 6, 2003, Scott Starson won an important legal victory against forced drugging in the Supreme Court of Canada. After Haldol, Epival, Lithium, Tegretol, and Cogentin had been administered to him against his will, the court ruled that Starson was competent to refuse psychiatric drugs. Starson, a theoretical physicist sometimes described as a genius, asserted that the drugs seriously “slowed down” his thinking, and that being made to take them was “the most horrible experiences in my life.”

For several years, psychiatrists had deemed Starson “incapable” of refusing medication on the grounds that he was diagnosed as “psychotic” or suffering from “bipolar disorder.” As happens so often, they erroneously believed that his refusal to take the drugs indicated incapacity. The Starson court decision challenged the psychiatric myth that “mental illness” and refusal  of treatment imply incompetence. Starson struck a blow for our right to refuse psychiatric drugs and other psychiatric procedures that are coercive and harmful. It is significant that the Supreme Court recognized psychiatric survivor testimony as credible. (6) 

Survivor Testimony and Reactions – a small sample

“MINOR TRANQUILIZERS”

In Lakeshore [Psychiatric Hospital…they gave me Valium and I stay stoned on it. They gave me other pills such as Ativan, Librium, and chlorpromazine - a pill to go to sleep, a pill to wake up, a pill to eat, a pill to be “happy.”

– Lionel Vermette (7) 

HALDOL

They had me on a drug called Haldol, which I later found out was a neuroleptic. It made my muscles spasm. It hurt to move, but I couldn’t keep still. My hands and feet twitched. My feet convulsed, I drooled when I lay down. My skin was so dry it was coming off in flakes, I was horribly constipated. The Haldol didn’t touch my craziness, though…I was [made into a] zombie...

– Irit Shimrat (8) 

Three to four times a day, I was given Haldol pills to take. I’d never had Haldol (or any other psychiatric drug) before. …after a few days, I began to salivate excessively and had to keep a cup constantly by my side to catch the drool. I complained of the excessive salivation to the psychiatrist when he first poked his head in the door to look at me. He responded contemptuously, “You should see them, their mouths go dry!”… after about a week or so on Haldol, I was unable to speak. No matter how hard I tried, I couldn’t say anything out loud and spoke only with the greatest difficulty. This was really frightening. I wondered whether it was the “speech centre” in my brain that wasn’t working or my vocal chords. I wondered if I’d ever speak again. I also experienced…an incredible irritability. It was as if my whole body were succumbing to lethal poison. At the height of this irritability, I was called into the psychiatrist’s office. I paced up and down…[and] managed to order him, “Take me off the pills!,” he said, “No.” What was the word of a nut against a psychiatrist?

– James Armstrong (9) 

PROZAC

Uninformed, suicidal, and terrified of re-experiencing the hell of being committed, K sought help from a psychiatrist…[who] wrote a prescription for Prozac. “Start taking it right away. It’s suicide-proof and there are virtually no side effects.” That was March 19, 1990. Three weeks later, I spent a night in the emergency ward…being treated for a life-threatening allergic reaction to Prozac…. I continued taking Prozac until one night it almost killed me. I started developing a rash. Within a couple of hours it turned into a severe case of hives. When my breathing became severely laboured and I started feeling faint, I got myself to the emergency department of the closest hospital. The intern…did not...recognize the signs if anaphylaxis, a life-threatening allergic reaction…. Recently, I got the manufacturer’s review of the research on Prozac from a pharmacist at ARF [the Addiction Research Foundation]…. This material detailed more than 10 different types of common adverse reactions, including allergic, neurological, behavioural, gastrointestinal, respiratory, endocrine, hematological, musculoskeletal, and urogenital reactions, most of which I had endured.

– Anonymous (10) 

POLYPHARMACY: DRUG COCKTAILS

Before I began to withdraw on Carbamazepine (a neuroleptic), lithium (a ‘mood stabilizer’), Rivotril (a “minor tranquilizer”), and levothyroxine (synthetic hormone for hypothyroidism). It turns out Carbamazaine and Rivotril aren’t even supposed to be taken together or in combination with Lithium. I‘d been on all of them for years. My psychiatrist never told me. I came across this information in the Canadian Compendium of Pharmaceuticals and Specialties (a standard Canadian drug reference published every year by the Canadian Pharmaceutical Association, usually called the CPS). Until I started spending time in the office and talking with other survivors, it hadn’t occurred to me before to look the drugs up, and what I saw in the CPS scared the shit out of me. 

– Anonymous (11) 

The medications I’m on are as follows: Sinequan (an antidepressant), Navane (an anti-hallucinogen), and Akineton (an antiparkinsonian agent). The Sinequan I take in two different dosages. I take 25 milligrams at noon and 50 milligrams at the hour of sleep. I take 12 milligrams of Navane three times a day. With each dose, I also take two milligrams of the Akineton. Over the years, I have had a lot of different medications given to me. I took Stelazine and had a severe dystonic extrapyramidal effect, and so could not take it any longer; likewise, Haldol, Trilafon and most phenothiazines. I tried Mellaril, but developed a severe thrinitis from it and so had to be taken off it; likewise Taractan, Piperacetazine. Serax was tried, but it made me so depressed I couldn’t function and cried constantly. For five years I was on massive dosages of chlorpromazine. It did nothing to me hallucinations. In fact, I hallucinated 24 hours a day, so violently that I constantly crashed into walls that I couldn’t see because I was having so many visual hallucinations. After five years on this drug, I developed severe Parkinsonian crises and had to be taken off the drugs completely.

- Hope (12)

Neuroleptics and Brain Damage (13)

“Everybody must get stoned.”

– Bob Dylan

The literal meaning of the word neuroleptic is “nerve-seizing” – a very apt term, as it describes how these drugs actually work. Neuroleptic drugs such as chlorpromazine (Thorazine or Largactil are common brand names), Haldol, Stelazine, Mellaril, and Modecate (Prolixin in the USA) are among the most powerful and dangerous prescription drugs used in psychiatry. [This is still true of the newer, “atypical” neuroleptics such as risperidone and olanzapine (Zyprexa)]. Their effects are so dramatic and disfiguring that people taking these drugs, even at moderate or “therapeutic” dosages, may look and act weird, zombie-like or out of control – stereotypical behaviour we’ve erroneously labelled “mentally ill” or “psychotic.”

Like lobotomies, these drugs are used to enforce compliance with hospital or social rules; to control the “uncontrollable” or “unmanageable” on the wards by making people docile and indifferent to their surroundings. As noted above, psychiatrist Heinz Lehmann, who first introduced chlorpromazine in Canada in the early 1950s, described this drug as a “pharmacological substitute for lobotomy.” This damning insight has not stopped the marketing of such lobotomizing drugs as “medication” or “chemotherapy” for all kinds of “mental illness” and for millions of vulnerable people – in particular, women, children, the elderly, the poor and unemployed, and people of colour.

Consider these lobotomy-like “side effects” – which, in fact, are intentional and directly caused by the neuroleptics; all are listed in the CPS:

· lethargy/depression/apathy

· nightmares

· difficulty thinking

· emotional dullness/blunting

· fainting/dizziness

· blurred vision

· eye problems

· oculogyric crisis (eyes stuck upward)

· excessive salivation/drooling

· vomiting

· constipation

· skin rash/sunburn

· stoppage of menstruation

· impotence

· greater risk of epileptic seizures

· hepatitis/liver disease

· agranulocytosis (lowered white blood cell count, resulting in infection)

· paralysis of intestines

· heart problems/low blood pressure

· dystonias (sudden uncontrollable and painful muscle

· cramps and spasms)

· spasmodic torticollis (turning head to one side

· involuntarily)

· opisthotonos (arching of back)

· akathisia (severe restlessness)

· akinesia (zombie effect)

· parkinsonism (muscle rigidity, mask-like face, shaking)

· tardive dyskinesia

· sudden death

Tardive Dyskinesia

Tardive dyskinesia (TD) is a common, grotesque and tragic disease caused by the use of neuroleptics and other psychiatric drugs. Its presence always indicates brain damage. TD is a serious and permanent neurological disorder. It’s been accurately and graphically described in these terms:

“It is marked by abnormal, rhythmical, involuntary muscle movements: most often of the mouth, tongue, face and jaw…this condition can result in problems sitting, walking, breathing, talking and chewing…TD muscle movements usually last 5 to 8 seconds, are repetitive and rhythmical, and often make the person look strange and spastic…Mouth movements…can involve sucking, smacking and puckering of the lips, puffing of the cheeks (blowing), and chewing motions…Facial tics and grimacing are commonplace. Speech can become garbled…A grunting type of breathing pattern, at times quite loud, can also develop. There can be twitching or jerking of the head and sometimes of the entire body. Uncontrolled finger movements, foot-tapping, and other unusual movements are frequently observed…the damage may also involve problems of lowered intellectual functioning, apathy, indifference, and dementia (senility).” (14) 

Throughout North America, psychiatrists routinely fail to meet the minimal standards of informed consent in regard toTD. They almost never tell patients and families that this common, drug-caused disorder even exists, never mind discussing its frequency, potential severity, and threat to the higher mental processes. The Clarke Institute handout for patients and families is typical of this. Contrast it with the actual facts being generated within Canada, based on the research of Guy Chouinard and Barry Jones, psychiatrists at the Allan Memorial Institute in Montreal. These doctors have documented the existence of permanent brain damage in the form of not only uncontrollable muscular movements, but also psychosis. Many patients develop a drug-induced “tardive psychosis” for which there is no known treatment. In regard toTD, Chouinard and Jones concluded that nearly all patients on long-term treatment are afflicted with this untreatable neurological disease, and that there is no effective treatment or cure of this drug-caused brain damage. (15)

It’s also worth noting the psychiatric profession’s coverup of TD and other devastating neurological effects of Thorazine and other neuroleptics. In 1959, six years after Thorazine was first prescribed as a neuroleptic (“major tranquilizer”), researchers Delay & Deniker noted severe neurological effects or disorders caused by Thorazine. By 1973, most psychiatrists became aware of TD as a common and serious effect of Thorazine; however, it took another seven years before the American Psychiatric Association released its Task Force Report on TD in 1980; one of its conclusions was that as many as 20 to 50 per cent of people prescribed these drugs have developed, or will develop, TD. Five yeas later in 1985, the US government’s Food and Drug Administration (FDA), finally issued a public warning. One of its conclusions was that as many as 20 to 50 per cent of people prescribed these drugs have developed, or will develop, TD. In 1990, 10 years years after the FDA officially acknowledged TD as a major risk of the neuroleptics, Toronto’s Clarke Institute of Psychiatry began warning patients about the disorder. In short, psychiatry unethically refused to recognize and inform their patents about TD and other serious neurological disorders caused by Thorazine and other neuroleptics - for over twenty years. (16)

NMS – Neuroleptic Malignant Syndrome

This is a frequently fatal disorder caused by neuroleptics. Once a person has NMS, there is a 20 to 30 per cent chance of dying; death usually occurs within a few days to one month after the onset of the disease. Some of the symptoms include “lead-pipe rigidity” in the neck, painful cramps, high fever and coma. Of at least 300,000 Canadians prescribed neuroleptic drugs each year [my 1994 estimate – there are many more now], roughly 4,500 will develop NMS, and at least 1,000 will die from it. Canadian psychiatrists still do not appear to be informing their patients about the risk of NMS. My friend Mel developed NMS around 1980 while prescribed Haldol and locked up at the Queen St. Mental Health Centre (currently called the Centre for Addiction and Mental Health). The psychiatrists failed to recognize the symptoms and delayed getting him to the emergency department in another hospital – he almost died because of their incompetence and neglect. It’s extremely difficult to get off these drugs, mainly because they’re habit-forming and the withdrawal reactions can be extremely severe. 

Antidepressants

The antidepressants are depressing enough. Their main targets are women and anyone else who has the misfortune of being labeled “depressed,” “bipolar,” or “suicidal.” Some of the better-known antidepressants prescribed in Canada and the US are Elavil, Desyrel, Sinequan, Tofranil and Nardil. Since 2000, it has been more common to prescribe SSRI (Selective Serotonin Reuptake Inhibitors) antidepressants. These include Prozac, Paxil, Zoloft, Effexor, Luvox,Wellbutrin, Celexa, and Remeron. All frequently cause mania, agitation, aggression, suicidal ideas and impulses – in other words, they trigger violence. 

These are some of the common adverse reactions caused by these drugs (there are many other effects as well):

· sedation

· drowsiness/lethargy

· difficulty thinking

· headaches

· dizziness

· blurred vision

· poor concentration

· memory problems

· nightmares

· panic

· extreme restlessness

· abdominal cramps

· sexual problems

· mania

· delirium

· seizures

· fever

· heart attacks

· strokes

· dementia/organic brain syndrome

Notice that most of these effects are strikingly similar to those listed for the neuroleptics. That’s because the chemical structures of both types of drugs are similar and target similar parts of the brain, including the frontal lobes. In fact, the antidepressants can be more disabling than the neuroleptics. Since the antidepressants mainly disturb the brain’s higher regions, they more seriously affect the intellect, our ability to think and reason – one good reason for the spaced-out zombie look. As if this isn’t bad enough, psychiatric survivors find it extremely difficult to get off both neuroleptics and antidepressants, mainly because the withdrawal reactions can be extremely severe, and because very few doctors are willing to help patients withdraw from them. [And, horribly, antidepressants are often used to “treat” the emotional “side effects” of neuroleptics.] Furthermore, deaths from antidepressants, particularly suicides triggered by the SSRI-antidepresants, have become alarmingly common. (17)

Lithium

Lithium is an extremely toxic metal, which exists in trace [very tiny] amounts in the human body. Psychiatrists call it a “mood stabilizer” and frequently prescribe it to people labeled with “bipolar affective disorder” (which used to be called manic depression). Lithium supposedly moderates the effects of depression and mania. Many reported effects are listed below. (18)


· urinary problems

· nausea/vomiting diarrhea

· hand tremors (uncontrollable shaking)

· drowsiness/apathy

· muscle weakness

· dizziness

· difficulty concentrating

· weight gain

· rise in white blood cell count in blood sugar level

· abdominal pains

· feeling dazed or internally restrained

· thyroid gland dysfunction

· headaches

· hallucinations

· delirium

· confusion/disorientation

· sexual problems

· aggravation of psoriasis

· swelling of ankles and wrists

· seizures

· catatonia

· slow heart beat and other ECG abnormalities

· muscle twitching

· restlessness

· blurred vision

· aggravation of pre-existing TD

· permanent kidney damage

· death 

Death

“Death is an unacceptable side effect.” – Dr. Frederick T. Zugibe (19)

Numerous psychiatric inmates and former inmates have died as a result of the use of neuroleptics and antidepressants. Psychiatrists and their apologists prefer to call these iatrogenic (treatment-caused) deaths and less serious medical complications “side effects.” In journal articles and at psychiatric conferences, suicide by overdose is typically perceived as a symptom of the dead inmate’s “mental illness.” Drug manufacturers and prescribers are rarely blamed or held accountable for these preventable tragedies. And it’s almost impossible to get reliable statistics and other information about causes of death in psychiatric facilities. 

A Public Health Hazard

Psychiatric drugs could be considered a serious public health hazard. That’s the message which Resistance Against Psychiatry (RAP), a political action/antipsychiatry group in Toronto, delivered to the Toronto Board of Health many years ago. Dr. Bonnie Burstow and I, on behalf of RAP, drafted and presented the following four recommendations at a public meeting of the Board of Health in 1990 held in Toronto City Hall:

1. Launch an educational campaign to educate the public about the risks of psychiatric drugs. 

2. Create a list of doctors willing to help people withdraw from psychiatric drugs and make this list available to Torontonians.

3. Provide the public with information on safe withdrawal from psychiatric drugs. 

4. Negotiate with the government and with advocacy groups for the purpose of creating withdrawal centres. (20)

These four practical, reasonable and urgently needed recommendations were urged twenty years ago as of the writing of this book – yet not one has been acted on, or even seriously considered, by either the Toronto Board of Health or Ontario’s Ministry of Health. Further, I’ve heard of only one or two Canadian doctors – GPs – who have volunteered to help psychiatric survivors withdraw from psychiatric drugs. I haven’t heard or read of a single psychiatrist who has agreed to help patients completely and gradually withdraw from antidepressants or neuroleptics, despite the well-known fact that the longer a person is on these drugs the greater the health risk. 

I am disgusted with those physicians and psychiatrists who do not practise preventive medicine and refuse to share their precious knowledge, expertise and power with their patients and the rest of us, and refuse to mention humane and safe alternatives such as diet, exercise, massage, support groups and friends. And I’m damn mad at Canadian doctors for having “treated” thousands of us with dangerous, brain-damaging chemicals and failed to warn us and the general public of overdoses of the neuroleptics and antidepressants. They should be charged with medical malpractice; those who drug patients without informed consent or against the person’s will  should also be charged with criminal assault. Survivors and their advocates should sue these dangerous quacks and seek redress through the courts, especially in the form of class-action lawsuits – something my cousin Hope and thousands of other dead victims can no longer do. 

By now, it’s common knowledge that the SSRI antidepressants can cause depression, mania, suicide and violence. Multinational drug companies like Eli Lilly (Prozac) and GlaxoSmithKline (Paxil) don’t want the public to know these grim and alarming facts about their neurotoxins – they’re worried their “profit margin” or “market share” might drop. I don’t give a damn about these corporate drug pushers – especially when relatives, friends and children are disabled or dying as a result of their false or misleading ads, and because psychiatrists routinely fail to warn patients about the deadly effects of these drugs. 

Consider, for example, what happened to Tooker Gomberg, a widely respected environmental and social justice activist in Canada and friend. In 2004, he killed himself by jumping off a bridge in Halifax – just two weeks after a psychiatrist had prescribed the “atypical” antidepressant Remeron and failed to warn him about its many adverse effects, which include agitation and attempted suicide. (21) Here are a few excerpts from my (rejected) letter to The Toronto Star.

June 25, 2005

Dear Editor,

Thanks to Rita Daly for her generally supportive article on good friends and inspiring activists Tooker Gomberg and Angela Bischoff (“Did drug cause activist’s suicide?,” June 24). The answer is yes. I know Tooker felt much worse after he started taking antidepressants such as Remeron, which aggravated his agitation and depression and triggered his suicide.

Health Canada’s claim there is “no direct causal link” between Remeron and suicide is not credible, since I found the adverse effect of “suicidal ideation” mentioned at least once under Remeron (mirtazapine) on the web. Health Canada’s denial is not surprising, given its refusal to release the findings of drug companies’ clinical trials to the public. Both facts point to Health Canada’s conflict of interest. The denial of suicide risk by Fred Hendrickson, President of Organon, which manufactures Remeron, is also not surprising, since he has an obvious vested interest in the sales of Remeron and is therefore too biased to give an independent judgment of suicide and other health risks of the drug.

Paxil: A killer drug

The antidepressant Paxil is just as controversial and dangerous as the “happy pill” Prozac; like Prozac, it can trigger not only suicidal ideas and actual suicide but also violent behavior and even homicidal outbursts. Paxil manufacturer GlaxoSmithKline (GSK) has already been successfully sued for almost one billion dollars in the UK and United States. At least one class-action lawsuit against GSK and Paxil has been launched in Canada, and the UK has banned the administration of Paxil for all children eighteen and under.

Canada’s top regulatory body, Health Canada, is apparently not so worried; all it has done is to issue warnings or “advisories” about Paxil. It refuses to ban or even restrict the drug. Maybe a few more homicides and tragedies like that committed by David Carmichael, who killed his son while on Paxil, will help change Health Canada’s mind. After years of misinformation and cover-ups, GSK finally publicly acknowledged that Paxil can cause a host of health-threatening and deadly effects, including suicide: 

PAXIL®

(paroxetine hydrochloride)

Tablets and Oral Suspension

Suicidality

WARNINGS

Clinical Worsening and Suicide Risk: Patients with major depressive disorder (MDD), both adult and pediatric, may experience worsening of their depression and/or the emergence of suicidal ideation and behavior (suicidality) or unusual changes in behavior, whether or not they are taking antidepressant medications, and this risk may persist until significant remission occurs. There has been a long-standing concern that antidepressants may have a role in inducing worsening of depression and the emergence of suicidality in certain patients

Nervous System: Frequent: Emotional lability, vertigo; infrequent: Abnormal thinking, alcohol abuse, ataxia, dystonia, dyskinesia, euphoria, hallucinations, hostility, hypertonia, hypesthesia, hypokinesia, incoordination, lack of emotion, libido increased, manic reaction, neurosis, paralysis, paranoid reaction; rare: Abnormal gait, akinesia, antisocial reaction, aphasia, choreoathetosis, circumoral paresthesias, convulsion, delirium, delusions, diplopia, drug dependence, dysarthria, extrapyramidal syndrome, fasciculations, grand mal convulsion, hyperalgesia, hysteria, manic-depressive reaction, meningitis, myelitis, neuralgia, neuropathy, nystagmus, peripheral neuritis, psychotic depression, psychosis, reflexes decreased, reflexes increased, stupor, torticollis, trismus, withdrawal syndrome.

– GlaxoSmithKline, July 2006 
Shortly after the trial of David Carmichael, who was charged with murdering his son a few weeks after being prescribed Paxil, the Coalition Against Psychiatric Assault issued this press release:

Media Release – October 1, 2005:

Why Was the Role of Paxil in the Carmichael Murder Trial Covered Up? [excerpts]

As antipsychiatry and social justice activists, we are deeply concerned that there was little if any testimony or evidence presented about the high risks of suicide and violence or aggression triggered by the antidepressant Paxil, which David Carmichael of London, Ontario had started taking again only three weeks before he killed his son. Paxil might well have been a major factor in driving Carmichael to violence resulting in murder. One major finding in a recent meta-analysis published this year in the British Medical Journal, carried out by Canadian researcher Dan Fergusson and colleagues, “documented a more than twofold increase in the rate of suicide attempts in patients receiving SSRIs compared with placebo.” In another recent study, Moncrieff and Hirsch found that SSRIs “had no clinically significant advantage over placebo, which is consistent with other meta-analyses.” In other words, antidepressants are no more effective than sugar pills, but have serious adverse reactions.

Although we have no statistics on murders related to Paxil and other antidepressants, there is good reason to believe they exist and will be reported eventually. The violence and murders committed by people under the influence of antidepressants such as Prozac – very similar to Paxil – has been well-documented (see Peter Breggin, Talking Back to Prozac, 1994; Peter Breggin and David Cohen, Your Drug May Be Your Problem, 1999; and David Healy, Let Them Eat Prozac, 2003).

To prevent further tragedies, we call upon Health Canada to immediately issue back box warnings for all antidepressants, and clearly label the risks of suicidal ideation, suicidal attempts, and violence on packaging, in package inserts, product monographs and other relevant information material. This information should be standardized for all pharmacies and given to patients every time they get a prescription for antidepressant drugs. We also ask the media and the justice system to take note of the ongoing role of the antidepressants in suicide and murder.

Health Canada has been more of a hindrance than help in warning and protecting the public with regard to the many risks (“side effects”) of antidepressants and neuroleptics and other drugs. In 2004, I wrote to Dr. Robert G. Peterson, former Director General of Health Canada’s Therapeutic Products Directorate (responsible for monitoring and approving all drugs before and after they come on the market). I wanted to know his position on Paxil and other antidepressants. Here are some edited excerpts from my letter:

Re: Health Canada's “advisory” on Paxil and Effexor for children and adolescents

Dear Dr. Peterson:

Thank you for your letter of January 5,2004, in reply to mine of December 17, 2003 in which I urged Health Canada to ban Paxil and other antidepressants to children and adolescents. However, since your “advisory to healthcare professionals” is not a ban, it will not protect children and adolescents in Canada from the many health-threatening effects of Paxil and Effexor, which are of great concern. I believe a Canada-wide ban of not only Paxil and Effexo ,but all other, high-risk SSRI antidepressants, such as Prozac, Celexa, Zoloft, and Luvo,x is urgently needed…. Your apparently close cooperation (e.g., you “worked with GlaxoSmithKline,” “worked with Wyeth Pharmaceuticals”) in developing advisories for Paxil and Effexor respectively is very troubling, because it implies a conflict of interest. I had assumed that Health Canada had an only “arms-length” connection to the drug companies whose drugs and drug products it is required to test, investigate and approve. Apparently, I was wrong. What specifically does your term “working with” mean in the context of advisories regarding these and other psychiatric drugs? 

Will Health Canada's Therapeutic Products Directorate issue a ban on Paxil and Effexor and other antidepressants for children and adolescents? When? If not, why not? 

I look forward to your answers to my questions, and would appreciate your sending me a copy of the advisories for Paxil and Effexor. 

Sincerely,

Don Weitz

I also advised Dr. Peterson to read the section titled “Children at Grave Risk for Antidepressant-Induced Mania,” in Your Drug My Be Your Problem and directed him to the statement in the same book that “In a review comparing the effects of Effexor to those of placebos...suicides and suicide attempts were several times more frequent among people taking Effexor.” Finally, I suggested he read “The Yale Reports on Children and Adolescents,” in Talking Back to Prozac.

Dr. Peterson replied almost three weeks later, refusing to issue any restrictions on Paxil and other antidepressants:

No change will be made to the Product Monographs or Patient Package Information for these products until Health Canada has completed its review of the scientific information of the worldwide safety data for these products. 

Corporate Drugpushers and Bribery

This is the heading of a letter I sent to The Toronto Star in 1997[edited and unpublished]:

Congratulations to Dr. Philip Berger for blowing the whistle on Bristol-Meyers Squibb Canada, thereby blocking its recent attempt to bribe Ontario doctors to buy its drugs for AIDS at a special meeting to be held at a posh country resort (“Drug companies’ gifts test doctors’ ethics,” August 1, 1997). Dr. Berger belongs to that rare and vanishing breed of physicians whose high ethical standards ensure that they actually practice what they preach.

Bristol-Meyers Squibb is not alone in conning doctors, psychiatrists and medical-psychiatric organizations into buying their drugs; one of their products is Modecate (US brand name Prolixin), a high-risk neuroleptic used to treat “schizophrenia.” A few years ago, SmithKline-Beacham not only got caught but also was heavily fined for trying to bribe the psychiatric staff and administration at Toronto’s Queen Street Mental Health Centre into buying its highly addictive tranquilizer Valium by giving away thousands of free samples.

Psychiatry departments as well as medical and psychiatric journals are heavily dependent on drug company money. For example, four or five years ago, Eli Lilly, manufacturer of Prozac, donated approximately $1,000,000 to Toronto’s Clarke Institute of Psychiatry to establish a “chair in mood disorders.” Media celebrities like “60 Minutes” reporter Mike Wallace and WTN commentator Helen Hutchinson were enlisted by Lilly to promote Prozac and other antidepressants as “safe and effective treatments” for depression at a big promotional event advertised as a “public forum” in the University of Toronto’s Convocation Hall.

There’s no doubt that drug company ads keep many (most?) medical and psychiatric journals alive [and that therefore] many published “scientific” studies into the “benefits” and “side effects” of neuroleptics and antidepressants are biased, inaccurate and unreliable.

Dr. Woollard’s conclusion that “there is evidence to show that these things [drug company promotional practices] do influence [prescribing practices]” is a classic understatement of the widespread bribery and corruption in the drug industry and that industry’s cozy, self-serving partnership with psychiatry.
Here is one final (edited, unpublished) letter to the editor about drugs used in psychiatry:

How nice to know that LSD discoverer Albert Hoffman is still alive at 100 (“Discoverer of LSD celebrates 100th birthday,” January 12, 2006). It’s interesting that writer Sam Cage minimizes or completely omits mentioning a few disturbing facts about LSD:

1. Psychiatrist Heinz Lehmann first used and introduced LSD as a treatment for “schizophrenia” in Canada, specifically in the Douglas Hospital in Verdun, Quebec in the mid-1950s.

2.The late and notorious psychiatrist D. Ewen Cameron used LSD on hundreds of patients, mostly women, during his infamous brainwashing experiments, including the use of electroshock and “psychic driving,” funded by the Canadian government, in Montreal’s Allan Memorial Hospital in the late 1950s and early 1960s. 

3.Thousands of psychiatric prisoners and other people in Canada and the United States suffered terrifying and traumatic hallucinations, nightmares, suicide attempts and madness triggered by LSD. Since Cameron et al. frequently and seriously violated people’s right to refuse LSD and other high-risk psychiatric drugs, they should have been charged with assault causing bodily and psychological harm. 

Just a few historical facts worth mentioning for anyone interested in the unwritten history of psychiatry in Canada and the United States from a psychiatric survivor perspective. The current epidemic of forced drugging and drug-induced brain damage by “safe and effective medication”—antidepressants and neuroleptics-- is a legacy of the LSD era. That’s nothing to celebrate. 

Drug Hotline: A Proposal

So far, there is no independent, survivor organized-and-administered drug hotline that provides accurate, reliable, and timely information on psychiatric drugs in Canada and the United States. The few hotlines that exist are based on and promote psychiatry’s discredited medical model of mental illness/mental health. Here are several reasons for establishing an independent, survivor-controlled drug hotline – preferably many: 

1. People prescribed psychiatric drugs seriously lack basic information about their major direct effects (not “side effects”) and alternatives.

2.While suffering various “side effects” from prescribed “medication”, people frequently ask for and need accurate, easy-to-understand and timely information and support but rarely get it from their psychiatrist or another doctor. 

3. Many doctors refuse to help their patients withdraw from “minor tranquilizers” and antidepressants that are addictive or habiy-forming, and neglect to inform them about withdrawal effects including “rebound” which makes people feel they’re “going crazy” or “psychotic.”

4. Psychiatrists and other doctors routinely violate the ethical-legal principle of informed consent when prescribing psychiatric drugs; they frequently withhold essential information from patients about common risks and non-medical alternatives.

4. Psychiatrists and other doctors receive most drug information from drug company ads in medical journals funded by the multi-national drug companies (“Big Pharma”) – not from independent studies. Consequently, drug information given, if at all, to patients is very biased and incomplete. Also, the fact that drug company sales respresentatives bribe or induce doctors to order psychiatric drugs by plying them with free gifts – e,g, company-paid vacations or expense-paid trips to medical conventions - seriously undermines their professional integrity and independence. 

5. The public gets most of its information about psychiatric drugs from pro-drug articles and misleading drug company ads or slick promotionals in the corporate media. As a result, the public suffers from an epidemic of misleading information about the “benefits”  of psychiatric drugs, but little or nothing about their health risks and alternatives.

6.Mainly because of widespread public misinformation and lack of basic knowledge about psychiatric drugs, millions of people are suffering from preventable physical disabilities including permanent neurological disorders (e.g., brain damage) and emotional problems; many psychiatrists minimize these serious risks as temporary “side effects”, or fail to warn their patients about them. For example, when prescribing antidepressants such as Paxil and Prozac, doctors rarely warn their patients about the known risks of “suicidal ideation”, suicide attempts and mania leading to homicide. 

(see Chapter 11, “Deaths/Inquests/Cover-ups.”) 

For these reasons, I propose the establishment of a telephone drug hotline and website based on these purposes and principiles:

 1. Public Education: Provide psychiatric survivors and the public accurate, easy-to-understand and free information, with fast-response time, on the major effects and health risks of  “minor tranquilizers” (benzodiazepines, e.g.,Valium, Ativan), antidepressants (e.g.,Paxil, Prozac), and neuroleptics (e.g., Zyprexa, Risperdal), and withdrawal effects. 

2. Referral: Provide referral information re drug emergencies and non-medical alternatives ( e.g., diet, nutrition, exercise).

3. Survivor Control: A collective of trained psychiatric survivors will administer the hotline under the guidance of a community physician acting as a consultant. This health professional support is essential.

4.Independence: Both the hotline and website are funded by government grants – funding by drug companies, mental health agencies, or psychiatric organizations is strictly prohibited. 

5. Accountability: The collective is answerable to the public; it will publish free annual reports on its operation available on its website, and invite comments or criticism. (22)

How to Come Off Psychiatric Drugs

Of course, not everyone wants to stop taking psychiatric drugs. One major reason for this is the well-known “placebo  effect”– believing that whatever your doctor has prescribed is helping, or has cured you. However, many other people feel that the drugs have been more harmful than helpful, and want to get off them.

What follows is a list of a few practical and important steps you can take to withdraw safely and completely. This information is largely based on the advice and research of several widely-respected health professionals – particularly psychiatrists Peter Breggin and Joseph Glenmullen and social science researcher/social work professor David Cohen – as well as the personal stories and public testimony of many psychiatric survivors. I am not recommending that anyone immediately stop taking all psychiatric drugs – that would be unrealistic, irresponsible and probably harmful. It’s best not to start taking these poisonous chemicals in the first place. However, for psychiatric survivors who have decided to come off one or more psychiatric drug(s), I recommend these ten basic steps:

1. WITHDRAW GRADUALLY. Never come off a drug suddenly or completely (“cold turkey”). Sudden withdrawal will make you feel much worse, like you’re “going crazy” or “freaking out” – this is called “rebound effect.”

2. Never come off a drug without medical and social support. First, talk with your doctor or other health professional. Explain how the drugs make you feel worse and interfere with your body, mind or life, and find out if he or she is willing to help you withdraw. If not, try to find another professional who will help, or call a relative or friend.

3. Get support from friends who are willing to call and/or visit you while coming off the drug(s). Make sure they’re available when you need them; exchange phone numbers or email addresses.

4. If you are taking several drugs each day, come off one drug at a time, beginning start with the last one prescribed. Your doctor should tell you which one that is.

5. Once you and a doctor agree on gradually lowering the dosage over weeks or months, be sure to follow this schedule. The “10% formula” is a common and generally safe method. For example, if you’re on 20 milligrams of Prozac a day, lower the dosage to 18 for the next few weeks or months, then 16, etc.

6. Since many psychiatric drugs are habit-forming or addictive, you will probably experience some severe physical and emotional reactions while coming off the drug(s); immediately report these withdrawal reactions to your doctor or other health professional.

7. If you feel you are “freaking out” or “going crazy” while coming off the drug(s) and you can’t find a doctor or friend to talk to, go to the nearest hospital emergency department as soon as possible. Be sure to tell a relative or friend where you are.

8. During and after withdrawal; eat lots of vegetables and fruit, and exercise daily.

9. If you’re feeling well and getting your energy and health back after a few weeks, months or years of withdrawal, you should still keep in touch with a close friend or relative, avoid stress as much as possible, and do things you really enjoy.

10. To help you stay off psychiatric drugs and stay healthy, get involved with a non-medical alternative such as a support, advocacy, peer-counseling, or community group. (23,24)

There are and always have been many safe and humane alternatives to psychiatric drugs and other psychiatric procedures – indeed, alternatives to psychiatry itself (see Chapter 18, “A Radical Vision”).

NOTES
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Chapter 8 

Restraints and Seclusion – Cruel and Usual

‘…’restrain’ means place under control when necessary to prevent serious bodily harm to the patient or to another person the minimal use of such force, mechanical means or chemicals as is reasonable having regard to the physical and mental condition of the patient.’

– Ontario Mental Health Act, Ontario (1990)

It was my first day in hospital and my sister was visiting me. I started speaking rather loudly and my sister told me to quiet down. Naturally I wouldn’t listen and the next thing I knew, six security guards (orderlies) came to escort me to the ‘therapeutic Quiet Room’, seclusion. It was a very small room with a single size mattress on the floor…I was locked up for about twenty-four hours and then allowed out on the ward…. there was no evidence that I was going to hurt myself or anyone else. Locking people up and taking their underwear deprives them of their dignity,…that is not a part of healing.

– Jackie Munoz, psychiatric survivor (1)

A 50-state survey…has confirmed 142 deaths during or shortly after restraint or seclusion in the past decade. The survey focused on mental health and mental retardation facilities and group homes...the actual number of deaths during or after restraints is [probably] many times higher. Between 50 and 150 such deaths occur every year across the country, according to a statistical estimate commissioned by The Courant and conducted by a research specialist at the Harvard Center for Risk Analysis. That’s one to three deaths every week, 500 to 1,500 in the past decade, the study shows.

– Eric M. Weiss, investigative reporter (2)

Minimizing the use of restraints should become a clinical and humanitarian priority. The Ontario Ministry of Health must be prepared to provide both principled leadership and the required human and financial resources to train staff in non-coercive therapeutic interventions.

– Duff Waring, System Policy Analyst, Psychiatric Patient Advocate Office, Toronto. (3)

Seclusion Room: A locked room with no furniture or curtains and with an observational window. Mattress and pillow are provided unless there is evidence to the contrary. All measures of restraint will be for protection rather than punitive purposes.

- Centre for Addiction and Mental Health Policy Statement, ‘Least Restraint’,Toronto, November 15, 2005. 

No one shall be subjected to torture or to cruel, inhuman or degrading treatment or punishment. In particular, no one shall be subjected without his free consent to medical or scientific experimentation.

– United Nations, International Covenant on Civil and Political Rights, Article 7

In 1992-1993, I frequently visited my friend Mel on a locked ward of Queen Street Mental Health Centre. One day when I came to see him, I was horrified to see staff surrounding and physically restraining him in 4-point leather straps. Mel could barely move; it was a struggle for him to raise himself slightly from the gurney to say ‘Hi’ to me. 

I also used to visit and sit with Mel while he was in ‘seclusion’ (solitary confinement). I’ll never forget these horrific experiences, which inspired me to write the following dream-script:

Headbanging Blues: Moishe’s Soliloquy

they threw me in seclusion again

I’m in solitary, a prison cell in this hospital forgodsake

how long has it been? 1 month? 2 months? 

it feels like forever

they also put me in 2-point, then 4-point restraints

tied me to a bed, helpless like a turtle on its back

for days, I can’t remember how many

my good friend Mordecai once saw me trying to sit up

in these cruel restraints

[points to leather straps dangling loose on his bed]

I wish he hadn’t seen me like this

Oh Mordecai, Mordecai – where are you now?

[A ghost-like apparition suddenly appears for a few seconds motionless in background, then slowly fades away; Moishe doesn’t see him.]

[In agony and desperate, Moishe pleads]

help get me out of this place, I can’t take it anymore!

one night they came for me

those fucking nurses conspired

whispering to each other in coded messages

they gave me a shot me in the ass with

haldol and god knows what other drugs

they patronized me, talked down to me 

like a disobedient child

I have to bang on this heavy steel door, it’s always locked

I have to shout to get their attention forfucksake

I gotta piss and shit but there’s no toilet in seclusion

sometimes I don’t make it

I’m guarded day and night 

by hospital goons, ‘male attendants’

activated by code whites

alarms that trigger takedowns

to crush my futile refusal

to take their ‘safe and effective meds’

I hate dr. dubya, that fascist polish count and jailor, 

he thinks he’s a hotshot shrink

I heard a couple nurses call me ‘chronic’

dr. dubya dutifully informs me

‘I’m putting you in seclusion for headbanging’

headbanging?! 

sometimes I can’t help hitting my head for godsake

doesn’t he know ‘agitation’ is a common ‘side effect’ of the pills?

it’s a direct effect caused by these damn pills

prozac

paxil

zoloft

haldol

stelazine

nozinan

navane

lorazepam

clonazepam

xanax

tegretol

kemadrin

risperdal

zyprexa

God knows how many other drugs

they forced on me 

I almost died once

from neuroleptic malignant syndrome while on haldol!

[Moishe suddenly bangs his head against the seclusion window, raises head and shouts]

the shrinks are torturing me!

they’re killing me!

[Mordecai’s apparition re-appears in background, approaches Moishe from the rear, whispers something inaudible in his ear, then slowly fades away. Moishe becomes agitated and bangs his head again.]

Those damn voices, they won’t stop

I hear Hitler’s voice

I’m emotional but I can’t feel anything

I’m an archivist but can’t write or read or concentrate now

there are no books, no pen, no paper in this goddamn cage – they’re not allowed in seclusion

I can’t walk straight, I shuffle slowly

sometimes I lose my balance and fall down

I can’t move my bowels

I can’t get it up

dubya-the-fascist told me

‘I’m only doing this for your safety and protection’

DRUGS/4-POINT RESTRAINTS/SECLUSION FOR MY PROTECTION?! HELL, IT’S FOR THEIR DAMN PROTECTION AND CONVENIENCE!

Mordecai is right

they’re torturing me – not treating me

and all my brothers and sisters here

locked up/drugged/restrained into

obedience

silence

submission

[Mumbles softly to himself at first, suddenly shouts

I’M A FUKCING PRISONER GODDAMN IT – NOT A PATIENT

I’m a prisoner, a prisoner, a prisoner…

[Moishe’s voice trails off into silence. After a pause, he suddenly screams out in heart-rending tones, banging on the door repeatedly]

OH GOD, OH GOD, WHERE ARE YOU?

WHERE ARE YOU, MORDECAI?

WHERE ARE YOU? I NEED YOU NOW.

WHAT HAVE I DONE?

WHY ARE THEY PUNISHING ME?

[Stage whispers, softly, to himself] 

I don’t want to end up lobotomized like my father 

[Panic-stricken, Moishe screams] 

GET ME OUTTA HERE! GET ME OUTTA HERE!

I gotta piss, I gotta shit, forgodsake

[He cries out, demanding] 

PLEASE SOMEBODY OPEN THE DOOR NOW!

the nurses and doctors don’t hear, they don’t want to hear me

fuck ’em, I’m gonna piss and shit on the floor again

I once shit in my pants

[Offstage voice intones slowly and loudly, in robot-like monotone]

INCONTINENCE IS AN ADVERSE EFFECT OF ANTIPSYCHOTIC MEDICATION.

[Moishe continues]

I’m locked up, drugged and tortured for daring to say 

NO to this prison, 

NO to forced drugging, 

NO to dr. dubya.

NO to psychiatry. 

[Moishe starts to calm down, but is still desperate]

Spirit of Resistance, where are you? Where are you?

[Mordecai suddenly reappears near Moishe’s mattress. The two finally see and acknowledge each other; both stretch out their arms and embrace. Together they exclaim, laughing and crying with joy and relief]

WE ARE NOT ALONE!

[Moishe and Mordecai start marching and shouting antipsychiatry slogans around the room, while excerpts of audiotaped speeches from the August 10, 1993 protest outside Queen Street play, along with a video or blow-up photo of another antipsychiatry protest projected on a background wall]

[Moishe and Mordecai suddenly stop, then defiantly raise their right arms, fists clenched. They stare at audience for a few seconds.]

[Lights out,stage goes suddenly black.]

On June 3, 1993, a few weeks after staff refused my request to visit Mel, who was being isolated and physically restrained for weeks at a time, I sent a letter to Ruth Grier, then Minister of Health in Ontario’s NDP government. I asked her to call for an investigation into the use of physical restraints and seclusion at Queen Street and other psychoprisons in the province. These are edited excerpts from my letter:

EVERYONE HAS THE RIGHT NOT TO BE SUBJECTED TO ANY CRUEL AND UNUSUAL TREATMENT OR PUNISHMENT’

(S.12, Canadian Charter of Right and Freedoms)

I once worked as a staff psychologist at Queen Street, where I witnessed many staff abuses, including use of the ‘cold wet pack,’ which I protested against. This barbaric ‘therapeutic procedure’ ceased approximately six months following my resignation in 1972.

I am particularly concerned about the health and safety of ‘Bill’ – a pseudonym I’m using to protect the privacy of a close friend who is currently being restrained on the 5th floor of Unit 4 and is prohibited from leaving his room or ward. In other words, he is being punished like a prisoner under house arrest. Despite my repeated requests for further information, and despite the fact that I have always identified myself as a close friend, the ward staff flatly refuse to give me any reasons for this ‘seclusion’ punishment, except to inform me that ‘he is not well [and is] unable to come to the phone’. To the best of my knowledge, Bill has never committed a violent or physically aggressive act towards any inmate, staff person or any other person during the fourteen years I have known him.

Ms. Grier, I am not an alarmist. However, I do speak out and fight for my friends and other psychiatric inmates and survivors, particularly when they are being abused, victimized or threatened with harm.

Only three or for months ago, I saw him in 4-point restraints, a barbaric yet legal form of mechanical restraint in which the person’s feet and hands are firmly tied with leather cuffs or rope, each limb anchored to a corner of a bed. In this position, the person is flat on his/her back, unable to move and completely helpless. At this time, I do not know if Bill is again being held in 4-point restraints while in seclusion. I also do not know if the staff are further restraining him through heavier drugging. During the last ten years, Bill has been consistently drugged (‘medicated’) with powerful antidepressants and neuroleptics.

Specifically, I ask that you to do three things:

Immediately launch an investigation into the use of all restraints, including ‘seclusion’ and solitary confinement, at the Queen Street Mental Health Centre, for the purpose of determining whether there have been any abuses, violations of the Charter of Rights and Freedoms, or other violations of inmates’ human rights;

Order a Royal Commission of Inquiry or public and independent commission into the uses of all forms of restraint, including seclusion and forced treatment, in all psychiatric facilities in Ontario, including public hearings in which psychiatric survivors and patient advocates are encouraged to testify without fear of reprisal; 

Order a full report of each and every investigation and make these reports available to the public.

It is my informed opinion that ‘seclusion’ and all forms of restraint in the psychiatric system constitute cruel and unusual punishment – not treatment. Such investigation and proposed public hearings are long overdue. So is a more comprehensive investigation into all psychiatric facilities, particularly Oak Ridge, Queen Street, and the Clarke Institute of Psychiatry.

Ruth Grier never responded. Instead, she forwarded my letter to then Queen Street administrator Alison Stewart. Stewart replied with a self-serving, defensive letter in which she categorically refused to consider my recommendations.

Here’s a summary of major findings in a 2001 report on restraint and seclusion by Ontario’s Psychiatric Patient Advocate Office:

Over 50% of the patients interviewed indicated that they had neither posed a threat to self or others nor been in any confrontation with another person prior to being secluded or restrained.

Just over 50% reported that staff did not encourage them to talk about their feelings while they were in seclusion or restraint, and almost 50% reported that they were not encouraged to discuss their feelings after being released.

Almost 50% of the patients reported not being aware of what was required of them to be released from their seclusion or restraint.

With respect to monitoring of physical status, only 12% reported that their physical position was changed, and none reported having their vital signs checked.

Clinical staff interviewed reported that 41% of patients were not offered an alternative to seclusion or restraint, due to staffing levels or lack of access to less restrictive options.

In just over 50% of all cases did the physician actually assess the patient in person prior to ordering the seclusion or restraint.

Of the clinical records audited, just over 50% indicated that the reasons for the seclusion or restraint were explained to the patients prior to use. In at least three cases, there was no documentation as to why the patients had been secluded or restrained.

Some inconsistencies were identified between facility policy and practice, including the following:

 a) There was no written physician’s order

b) Physician did not assess in person and/or sign an order

c) Order for chemical restraint did not specify the medication, dose, or means of administration

d) Documentation was unclear, inconsistent and sporadic

e) The documented behaviours did not indicate the rationale for seclusion

f) There was no indication of any consideration of whether seclusion would be traumatic given a history of prior trauma (including childhood abuse) involving confinement. 

In six of the nine facilities, policies required reports with respect to the observed events that precipitated the need for seclusion; however, only two facilities’ policies indicated that the reasons for choosing seclusion were to be reported.

Just over half of the policies clearly specified that less restrictive measures were to be offered to patients and that the minimal force necessary should be used to place patients in seclusion or restraint.

Approximately half of the policies reviewed required that, once patients had been released from seclusion, staff to talk with them to help them deal with their feelings; approximately a third of the policies required staff to discuss their own feelings after being involved in a seclusion event.

The report also mentions that only 18.2% of patients were offered an alternative to seclusion. (4)

Unfortunately, physical restraints and solitary confinement are still legal and frequently used as punishment in all psychiatric facilities, youth detention centres, jails and prisons in all provinces in Canada and all states in the United States.

Jeffrey James – A Death in Restraints

I never heard of or met Jeffrey James - until psychiatric survivor, advocate and friend Jennifer Chambers mentioned his inquest a few months ago. She told me James died while physically “restrained”, his death sounded like torture. Although I’ve attended approximately 15 inquests in about as many years in Toronto, I felt I had to go to this one - not only because of my strong opposition to “restraints” and  “seclusion” (solitary confinement) and other coercive procedures in Ontario psychoprisons, but because I wanted to listen to Jennifer and lawyer Anita Szigeti, outstanding advocates who fearlessly represented the survivor-controlled Empowerment Council in the Centre for Addiction and Mental Health  (CAMH) where Jeffrey died. (I wrote and posted an earlier version of this brief critique as a comment on October 10, 2008, the day the 5-week inquest ended.) 

Jeffrey James, a young, 34-year old black man, died a horrible and totally preventable death in the Centre for Addiction and Mental Health (CAMH), Toronto's notorious psychoprison, on July 13, 2005. Physical restraints triggered the "pulmonary thromboembolism" (blot clot in the lungs that travelled from James' leg) that actually killed him. Approximately one month before he died, James had been trarnsferred from Oak Ridge/Penetanguishene Mental Health Centre, Ontario’s maximum-security psychoprison notorious for its brutality; he ended up CAMH's Forensic Unit - but not for long. For 5 1/2 consecutive days, Jeffrey was severely restrained - tied down with “4-point restraints” wrapped around his ankles and wrists, forced to lie on his back - like a turtle lying helpless on its shell - so he couldn't move his arms and legs, forbidden to get up and exercise, "chemically restrained" (forcibly drugged) with the powerful neuroleptic Loxepine and 'minor tranquilizer' Lorazepam - while languishing in "seclusion", solitary confinement! 

By any standard, such “restraint” is cruel and unusual punishment or torture! I’m angry enough to report this psychiatric torture to Amnesty International and the United Nations Committee Against Torture. Of course, there are many other instances of psychiatric torture masquerading as “restraint” or “treatment”–many are not reported or investigated, they’re covered up.

It's weird as to how James ended up in physical restraints and "seclusion". CAMH psychiatrist Siu ordered James into "seclusion" after some nurses complained that he was "masturbating" in front of the nursing station – "inappropriate sexual behaviour."  James had not assaulted or harmed any CAMH staff or patient, but some CAMH psychiatrists and nurses knew he had a history of  alleged “sexual assault” before he was locked up in Oak Ridge/Penetanguishine Mental Health Centre, Ontario’s maximum-security psychoprison from where he was transferred less than 2 months before he died. It's important to point out that no nurse, no psychiatrist, no doctor bothered to communicate with and understand Jeffrey as a person before he died – he was already libeled and stigmatized “schizophrenic”. Dialogue (not to mention empathy or compassion) is not a therapeutic given or human right, it’s apparently a rare 'privilege' at CAMH and other Ontario psychoprisons. As if this weren't bad enough, Dr. Siu, Jeffrey’s CAMH psychiatrist, and psychiatrist Padraic Darby, who ordered restraints/seclusion on the day Jeffrey died, did not even examine Jeffrey when he ordered that physical restraints and seclusion be continued one and two days before James died. There was also no  “external consult” (a second opinion or consultation with another doctor on another unit) after 72 consecutive hours of restraints.  In short, CAMH psychiatrists helped kill Jeffrey James by neglect and with restraints - for masturbating in front of a nursing station. (5) 

At the end of the inquest, there were some good specific and systemic recommendations from the Empowerment Council and Coroner's Jury  The Jury listed 66 but none recommended ending or phasing physical restraints (2-point & 4-point restraints) and "seclusion"(solitary confinement) – the Council recommended it. Instead, the Jury recommended physical restraints be used minimally or as a “last resort” in a “Least Restraint Policy” for all “psychiatric and schedule 1 facilities”—the latter includes general and community hospitals with psychiatric wards in Ontario. Since the Coroner and Jury narrowly focused on physical  restraints, it also recommended inquests into the deaths.. of psychiatric patients…subjected to physical (mechanical) restraints.” In other words, Ontario’s Chief Coroner doesn’t have to call an inquest whenever a person in a psychiatric ward or psychoprison dies from “chemical restraints” (forced and heavy drugging), “seclusion” (solitary confinement), or “ECT” (electroshock) - to name some other significant causes  of death.

The Empowerment Council believed and recommended otherwise. At least two of the Empowerment Council’s major goals were  broad and systemic: 1. a “restraint-free” policy in CAMH and all other “schedule 1 hospitals”), and 2. an automatic inquest into all deaths in all psychiatric facilities. (6,7)

So far, no doctor or psychiatrist is being be held accountable for Jeffrey James' death. Unlike some U.S. laws, the Coroner's Act of Ontario forbids the Coroner and Jury from blaming or charging anybody with abuse, torture or any offence when someone dies. That's up to the judges, but like coroners most judges uncritically accept or believe psychiatry's fraudulent medical model is "medical science"; coroners and judges rarely, if ever, challenge psychiatric opinion, diagnosis and treatment as unscientific, subjective, or unethical. That's psychiatric justice - Ontario style.

 In the meantime, physical restraints, seclusion, trauma ,deaths and coverups continue at CAMH and every other psychoprison in Ontario and across Canada. (see Ch. 12, Deaths, Inquests & Coverups) Psychiatric torture and other human rights  violations in the “mental health system”  are not election issues and never were – they should be.

NOTES

1. From “Killer Seclusion,” PSYCHO Magazine, Queen Street Patient Council, 1994.

2. From “Deadly Restraint – A Nationwide Pattern of Death” – Part One of a seven-part series of first-rate investigative reports that exposed many restraint deaths (mostly of children) in 50 states in the United States between 1988 and 1998. The Hartford Courant, October 11, 1998.

3. From Duff Waring, “Use of Restraints in Ontario Psychiatric Hospitals,” Journal of Law and Social Policy (Fall 1991), pp. 251-283. 

4. Review of Seclusion and Restraint Practices in Ontario Provincial Psychiatric Hospitals – Perspectives of Patients, Clinicians and Advocates. Psychiatric Patient Advocate Office, Toronto, October 2001, “Summary of Findings,” pp. 4-

5. However, the first Order for restraint was written on Friday July 8, 2005, by Dr. Padraig Darby, the other staff psychiatrist on Unit 3-2 (medium) at Queen Street, CAMH,. and also one of two Deputy Clinical Directors of CAMH’s Law and Mental Health Program (for ORB clients).  Dr. Darby also wrote the last Order for restraints on Wednesday, July 13, 2005, the day Mr. James died.  On that occasion, Dr. Darby testified that he did not personally examine Mr. James before writing that Order for restraint.  In between there 2 duty docs saw Mr. James and wrote the restraint orders on Saturday and Sunday (Dr. Wisebrod and Dr. Tony Cohn, respectively, Dr. Wisebrod is a medical doctor but not a psychiatrist, while Dr. Cohn is a psychiatrist) and on the Monday July 11 and Tuesday July 12, 2005, Dr. Siu wrote the restraint orders.  This meant that at the 72 hour mark (which was Monday July 11 at 8:30 a.m.) when there was supposed to be an external consult conducted by a physician from another unit, none was requested or done.  Only Dr. Siu (Mr. James’ attending psychiatrist on Unit 3-2) ever saw him again after that, apart from nursing staff.”

 - Personal communication to Don Weitz on October 13, 2008 from lawyer Anita Szigeti who represented the Empowerment Council at the Jeffrey James inquest in Toronto.
6. Changes to the Recommendations for the Jury to Consider in the Jeffrey James Inquest

                            Endorsed by the Empowerment Council

The Empowerment Council endorses all the Recommendations for the Jury to Consider as provided by counsel to the Coroner in this Inquest, with the following changes highlighted in bold.

· Throughout the recommendations, all references to "physical" restraint should simply be read as "restraint" which should be defined as including physical (or mechanical), chemical and environmental (seclusion) restraints.

· Section 64 is the exception to this rule and should read as follows:


“The Office of the Chief Coroner should conduct inquests into the deaths of all psychiatric patients being cared for in psychiatric and schedule 1 facilities who die while being subjected to physical (mechanical) and / or chemical restraints.”

· Section 19.6: “all clients in restraint ambulate (walk around) for at least 15 minutes every 8 hours with safety assured.”

· Section 20.2 “Planned intermittent mobilization with ambulatory limb restraints (hand/waist restraints) with safety assured. This may require the presence of security.”

· Section 55: “While the Board should have a membership consisting of competent members from institutions and organizations who are familiar with, and have expertise, acting in the public domain, the majority of these members should be drawn from the consumer / survivor community and further include advocate groups such as the Empowerment Council.”
http://www.camh.net/About_CAMH/Guide_to_CAMH/Additional_Services_for_Clients/guide_empowerment_council.html

7. See Human Rights Tribunal decision: Braithwaite v. Ontario (Attorney General), 2006, HRTO 15 (CANII) http://www.canlii.org/en/on/onhrt/doc/2006/2006hrto15/2006hrto15.html

Also see,  the Ontario Superior Court’s ruling against this decision: Ontario (Attorney General) v. Ontario (Human Rights Commission) (2007), 88 O.R. (3d) 455 (Div. Ct.). 

Chapter 9

Child Abuse/Torture/Suicide in the Name of Mental Health

The system is penalizing kids for their background and moving them into the youth justice system where it will be very difficult for them to be successful for the rest of their lives.

– Judy Finlay, child advocate in Ontario (1) 

Nearly half of children in Crown care are medicated.

– Globe & Mail headline, June 9, 2007

No child shall be subjected to torture or other cruel, inhuman or degrading treatment or punishment.

– United Nations Convention on the Rights of the Child, Article 37(a), 1989, ratified by Canada in December 1991.

The problem of child abuse is serious and widespread. Child abuse masquerading as “discipline” or “mental health treatment” – including forced drugging and “secure isolation” – is routinely sanitized and covered up by the state and, in particular, by psychiatry. This is one of its most heinous, scandalous and criminal forms.

Such abuses, among many others, are common in youth assessment and detention centres, children’s mental health centres, “boot camps,” and other government-run institutions where strict regulations, militaristic regimentation, and severe punishment are the rule. The mystification and cover-ups of systemic child abuse continue: forced drugging is called “medication”; youth jails are called “detention centres” or “observation and assessment” facilities; solitary confinement is called “secure isolation,” “seclusion,” or “segregation.”

Forced psychiatric drugging, diagnostic labelling and exploitation of children and youth are widespread in Canada, the United States and various European countries. Today, psychiatrists don’t kill troubled or non-conformist children as Nazi “doctors” once did. Instead, they kill the spirit of children they can’t understand or control, thorugh drugging, labelling, traumatizing, and incarceration.

Despite human rights legislation including the United Nations’ Convention on the Rights of the Child and the Convention Against Torture, psychiatrists continue to inflict some of the most harmful “treatments,” high-risk experiments and cruelest punishments on children – in the name of “mental health.” (2) With the collusion of provincial and state officials, child psychiatrists, and school guidance counsellors, today’s rebellious youth are increasingly pathologized and stigmatized with labels such as “attention deficit hyperactivity disorder” (ADHD), “oppositional defiant disorder” (ODD) and “bipolar affective disorder” (BAD); forcibly drugged with Ritalin and other addictive amphetamines; and imprisoned in various facilities – where, tragically, many try to kill themselves.

Ashley Smith – Another Hanging Suicide 

Born in Moncton, New Brunswick, Ashley was a troubled fourteen-year-old when she was criminally charged, convicted and sentenced for “throwing crab apples at a postal worker.” Over the next four years, she was moved from prison to prison. During the final twelve months of Ashley’s life, she was “shuttled through nine different institutions across five provinces before landing in Kitchener and spent most of that time in a segregated cell wearing nothing but a padded suicide gown.” On October 19, 2007, after four years of repeated and ignored complaints about degrading and inhumane treatment inflicted on her by many guards, Ashley hung herself in a prison cell in the Grand Valley Institution for Women in Kitchener, Ontario. She was nineteen years old.

Ashley’s parents want a public inquiry because of serious medical negligence and inhumane treatment (e.g., strip searches and physical and sexual assault) by prison guards, as well as apparent cover-ups by prison administrators and other correctional officials. An inquest and lawsuit against Corrections Canada officials are pending.  An inquest - twice delayed mainly because of the prison guard union’s objections to a video of alleged guard brutality and the resignation of the original coroner - has been postpsoned to sometime in Spring 2012. Ashley’s suicide is one of many totally preventable deaths of children in Canadian prisons. (3)

David Meffe – A hanging suicide

Then there is the suicide of David Meffe. On October 1, 2002 – one week after being locked up in segregation – David hung himself; he was sixteen years old. His body was found hanging in an isolation cell in the notorious hellhole called Toronto Youth Assessment Centre (TYAC). David had supposedly been on “suicide watch,” yet no clinical staff had really talked with or tried to understand him.

A few weeks before his suicide, a juvenile court judge sentenced David to TYAC with no bail; his parents had charged him with stealing cheques from relatives. Earlier, a psychiatrist had prescribed psychiatric drugs known to be not only dangerous but also ineffective when used on children: the antidepressant Celexa (which can trigger suicidal ideas) and the neuroleptic Seroquel (“thoughts of suicide” are one of its many adverse effects).

When he was younger, his parents had sent David to a “boot camp” or military-type school, hoping its strict regimen would eliminate his stealing and other “antisocial” behaviour. It didn’t.

During the three-month inquest that began in January 2004, I became increasingly frustrated and angry listening to self-serving testimony from various childcare and mental health “experts” and lawyers. So I wrote a letter, some of which was published in The Toronto Star on January 28, and which included the following questions and recommendations:


A few questions I hope the [coroner’s] jury seriously considers:

· Why was David locked up in TYAC for allegedly stealing money from his family?

· Why couldn’t a community worker, child advocate or support group reach out to David and help him work through some of his obvious problems?

· Why was David called a “young offender” – an offensive and stigmatizing euphemism for “bad kid”?

· Did Celexa and/or Seroquel aggravate or trigger David’s suicidal ideas or impulses?

· Why was David thrown into an “isolation cell” when staff knew he was suicidal?

Closing TYAC and similar “correctional” or “mental health” institutions which neither correct nor treat is one solution. Opening up lots of non-threatening, child-friendly community centres, together with safe houses with built-in peer support advocacy for children and youth in crisis, is another solution. That won’t happen until we stop locking up and segregating young persons and start loving and respecting them as human beings like ourselves.

To “discontinue the use of secure isolation for suicidal youth” was a good and long-overdue recommendation of the Coroner’s Jury. But they should have recommended a ban on isolation for all youth, not just those judged suicidal. The jury also urged youth correctional authorities to adopt a more flexible and humane model under Ontario’s Child and Family Services Act, which allows a maximum of eight hours of “secure observation” (“seclusion” in psychiatric facilities) during a twenty-four-hour period. The jury recommended frequent staff observation, and releasing the child after one hour if staff agree. I strongly oppose this recommendation; locking up any youth for even one hour, never mind eight hours, is cruel.

The first constructive recommendation of the Coroner’s Jury was to immediately close TYAC. This happened in June 2004. The Ontario government replaced the institution with the Roy McMurtry Youth Centre (named after a living Ontario judge) – a repressive 193-bed “secure custody facility” in Brampton. Less than six months after its opening on May 2009, a flood of more than eighty complaints from incarcerated youth triggered an investigation by Ontario’s child advocate. I fear that more child prisoners will commit suicide. (4)

Sara Carlin – A Paxil Suicide

Sara Carlin was an attractive and popular student at the University of Western Ontario when she committed suicide. She hanged herself in the basement of her parents’ home in Oakville, Ontario on May 6, 2007. She was 18. Born and raised in the wealthy community of Oakville, Ontario, Sara was a brilliant student. Like many other young people, she started experimenting with drugs, including alcohol and cocaine, in high school. During her first year in university, she became increasingly depressed. Her parents urged her to seek help from a psychiatrist.

Two psychiatrists prescribed Paxil, but didn’t do a complete physical examination and didn’t warn Sara about Paxil’s many risks, including suicide – despite the fact that Health Canada had issued warnings (“advisories”) about the drug’s suicide risk in 2004. On May 6, 2007, Sara hung herself in the basement of her parents’ home. 

Three years later, at the end of a three-week inquest ending in June 2010, the Coroner’s Jury made sixteen recommendations. The jury emphasized the need for informed consent, including specific warnings of SSRI-antidepressants like Paxil, drug education for high school students, a “province-wide suicide prevention strategy” and an increase in Health Canada information and warnings about psychiatric drugs. It also recommended a Drug Safety Board, “an arms-length body independent of Health Canada.” (Health Canada unfortunately works in collaboration with Big Pharma.) The jury refused to recommend a ban or moratorium on Paxil and other SSRI-antidepressants that have triggered many youth suicides/suicide attempts, as well as homicides, in Canada and the United States. (5,6). 

When the inquest ended, I was upset that the two doctors who prescribed Paxil to Sara were not cross-examined more vigorously and that no psychiatric survivor-activists were called as witnesses. I wrote a letter as a reply to the Toronto Star’s editorial, “Drugs and side effects”(July 2, 2010); The Star rejected my letter of July 2, it’s slightly revised.

Dear Editor,

Your editorial re the inquest into the tragic suicide of 18-year old Sara is misleading because it doesn’t focus on the horrific “side effects” – actually direct effects – of the antidepressant Paxil which helped drive Sara to hang herself in May 2007; it also didn’t mention the medical negligence and complicity of the doctors in Sara’s death. According tø testimony I hard, Sara was prescribed paxil when she was 17 – an unethical “off label”  ractice that unfortunately is not banned in Canada. However, in the UK, all SSRI-antidepressants are bannd for children and youth 18 and under. Not one of the two 

doctors (a psychiatrist and family doctor) who prescribed Paxil to Sara for a total of 14 months warned her that the drug frequently causes suicidal ideation, agitation, and mania – three very serious and direct effects of Paxil that were widely published in medical journals and in Health Canada’s 2003-2004 warnings or “advisories.”  Sara’s doctors chose to ignre these warnings. They also didn’t inform Sara about safe, non-medical alternatives such as peer counselling, support or self-help groups. In short, they violated Sara’s right to informed consent (including the right refuse any treatment) - a key principle of medical ethics.  Too bad the Ontario Coroner’s Act prohibits coroners and coroner’s juries from holding doctors and other health professionals accountable for medical malpractice or medical negligence which was obvious in Sara’s death.

Although I support the drug safety board bill of MP Terrence Young, I‘m not confident it will prevent or significantly decrease suicides or homicides caused by Paxil, other SSRI-antidepressants, and other “safe and effective medication.” An independent board won’t happen under a Harper or liberal government for two reasons: 1. Public education on the major effects of and alternatives to psychiatric drugs is not a priority of the federal ad provincial governments, and 2. The federal and provincial governments are embedded with Big Pharma. 

A few years ago, the United States began implementing “TeenScreen,” a national “mental health” program funded by the federal government and Big Pharma with the alleged purpose of diagnosing early signs of “mental illness” in school kids across the country. Millions of normal children are being labelled, treated and stigmatized with bogus “mental disorders.” Health Canada and the Food and drug Administration , both government regulatory agencies, have irresponsibly rubber-stamped many high-risk “atypical” antidepressants and neuroleptics.

In fact, Health Canada flatly refuses to allow the public to see the major findings of drug companies’ clinical trials. The National Institute of Mental Health in Bethesda, Maryland – which sets mental health policy and research priorities in the United States – is dominated by biological psychiatrists, including child psychiatrists, who promote addictive amphetamines and other stimulants, suicide-inducing drugs like Prozac and Paxil, and brain-damaging neuroleptics.

Under the cover of “off-label” uses of medications, many psychiatrists and other doctors are prescribing drugs not approved for certain types of patients, including children and infants. Some recipients of these drugs are only eighteen months old. In short, we are witnessing an epidemic of medically sanctioned child abuse, perpetrated in the name of many forms of “mental illness” - invented by psychiatry and Big Pharma.

According to investigative journalist and independent researcher Robert Whitaker, there’s an “epidemic of disabling mental illness” and psychiatric drugging of children and adolescents in the United States. For example, as of 2003, approximately 900,000 youth under twenty years old were diagnosed with “juvenile bipolar” disorders; as of 2007, 600,000 poor children on welfare (SSI) were “disabled by mental illness.” No doubt, these numbers have since risen. As if this isn’t alarming enough, there is virtually no government protection or independent oversight. (7) 

Despite the “mental health” hype churned out daily by psychiatry and the media, the vast majority of children subjected to TeenScreen are just rebellious kids who are easily bored or fidgety, and refuse to conform to middle-class standards of behaviour at home and at school. It is natural for children to be restless and curious and eager to try out new ideas and values. Yet parents, teachers and principals frequently label them “hyperactive,” wrongly conclude they have psychiatric problems, and send them to school guidance counsellors, psychologists or psychiatrists, who then pathologize their non-conformist or troublesome behaviour with fraudulent psychiatric labels. Once labelled and stigmatized, huge numbers of normal kids are drugged with addictive drugs that can trigger mania, suicide, and violent/homicidal outbursts. (8)

About ten years ago I heard of a particularly disturbing case of a brother and sister who were about to be forcibly drugged with either Ritalin or another amphetamine ordered by a judge in Utah. Their parents had previously and wisely refused to allow their children to be drugged. Alarmed that the state of Utah could legally authorize the forced drugging of children, I wrote this letter to Utah state official Ken Patterson:

As a human rights advocate, psychiatric survivor and member of Support Coalition International, I am writing to protest the forced psychiatric drugging of two children of David and Teresa Rodriguez. I understand that at a court hearing held on June 16 this year in Utah, a judge ordered “medication” (probably Ritalin) for 13-year-old Jetaime Rodriguez and 15-year-old Erick Rodriquez. I also understand that both parents previously and firmly refused this powerful psychiatric drug, and that this hearing was hastily called and improperly conducted. For example, no evidence was taken; the judge refused to hear Dr. Peer Breggin, the Rodriguezes’ expert witness who was available to testify; and the court has flatly refused to hear any evidence from the Rodriguezes. Also alarming and unjust, the Utah juvenile court system is closed to the public.

I admit I do not know all the facts in this case. However, I do know that forced drugging – administering “medication” against the person’s will or [without] consent – is an assault; a criminal offence. Forced drugging is particularly outrageous and objectionable whenever children are the targets. The psychiatric “medication” administered to Jetaime and Erick is extremely powerful and has many serious physical and psychological effects. For example, Ritalin, one of the drugs prescribed, is known to be a potent and addictive amphetamine (like “speed”); it frequently stunts children’s physical growth. These are medically established facts – not my opinion. If the Rodriguez children and their parents have not been fully informed about these and other facts . . . this is a violation of the ethical and legal principle of informed consent, which is further evidence of assault.

Forced drugging of children is blatant and unconscionable child abuse. Forced drugging is also cruel and unusual treatment or punishment, if not torture, which is prohibited by the United Nations Universal Declaration of Human Rights and the United Nations Convention Against Torture [and the Convention on the Rights of the Child] – international human rights documents which the United States and many other countries have signed.

I urge you and other officials in Utah to . . . stop the forced drugging of these children and start advocating for their human rights. Are you going to stand up for these children or not? 

Paterson never replied.

Under the Duplessis Regime in Quebec in the 1940s and 1950s, some of the more horrific examples of child abuse occurred in church-run and provincial institutions. Ten years ago, the “Duplessis orphans” tried to get financial compensation from the Catholic Church and Quebec government. On April 24, 2000, I wrote this letter to The Toronto Star, protesting the stonewalling perpetrated by both church and state (the Catholic Church has never apologized to the orphans): 

The continuing silence and refusal of the Bourassa government and Catholic Church in Quebec to acknowledge church- and-state-sanctioned child abuse of thousands of orphans in Quebec in the 1940s and 1950s and their refusal to apologize to the orphans is inexcusable and shameful, if not criminal. (“Duplessis Orphans take case to streets,” April 22).

We’re talking about very young abandoned (“illegitimate”) children who were forcibly incarcerated in grim and oppressive religious and psychiatric institutions for economic and political reasons. If these orphans didn’t have severe emotional problems before incarceration in these dungeons, the vast majority sure as hell had them when they were finally released. Why? Because of frequent humiliations, physical beatings and sexual abuses they suffered at the hands of sadistic staff, including many nuns. As adults, many of these orphans still suffer from deep traumatic experiences.

I fully support the orphans/victims and spokesperson Bruno Roy in their demands for compensation, a public apology, and justice from the Quebec government and the Catholic Church. The continuing silence of the Quebec bishops is particularly troubling.

The Bouchard government’s recent offer of a $3 million compensation package is an insult and has rightly been refused by the orphans. Whatever compensation settlement is agreed to, I hope it’s more than the $100,000 the Canadian government grudgingly doled out to each of several brain-damaged adult victims of government- and CIA-funded brainwashing experiments inflicted by the late psychiatrist D. Ewen Cameron in Montreal’s notorious Allan Memorial Institute during the 1950s and early 1960s. 

The Star rejected my letter. (9)

 In 1967-68 – a few years before I dropped out of psychology and the “mental health” system – I worked as a part-time consulting psychologist at Bowmanville, one of ten training schools run by the Ontario government’s Department of Reform Institutions (since renamed the Ministry of Community and Social Services). Speech therapist Phil DeRoches and I counselled several troubled children referred to us by the school psychiatrist or other staff – sometimes days or weeks after the children’s appearance in juvenile court.

For many kids, the court experience was traumatic enough. Horribly, they were then re-traumatized at Bowmanville, where school staff or the superintendent often ordered them to “the digger” as punishment for various minor instances of misbehaviour, disobedience or rebellion, including attempts to run away – “going AWOL.”

“The digger” was a a prison-like cell used for solitary confinement, like “the hole” in adult prisons. I used to visit some of the boys – some as young as eight years old – held there, and try to comfort them. All of these boys were extremely upset and traumatized after losing their freedom and not receiving the emotional and social support they wanted and deserved. “The digger” was cruel and unusual punishment – severe sensory deprivation and social isolation for children many of whom had been rejected and abused by their parents or foster parents – and its existence made me very angry and upset.

Today, euphemisms for solitary confinement/social isolation in children’s institutions throughout Canada’s child welfare system include “time-out room,” “quiet room” and “seclusion.” Prior to my resignation from Bowmanville in 1968, I had read the “digger” log book, taken notes on several boys, and interviewed a few survivors of other training schools about their digger experiences. These experiences formed the basis of my 1976 article “We still lock up children,” published in Toronto Life magazine. Here are some slightly edited excerpts: (10)

Locking up kids in solitary confinement? In Ontario? In 1976? Yes, this is what has happened and is still happening to hundreds of “delinquent” young people in Ontario’s training schools.

In every one of Ontario’s 10 government training schools, in addition to the Regional Diagnostic and Assessment Centre in Oakville and one private training school, there is a special space in some house or building where children are locked up alone in extremely small rooms or prison-like cells for being especially “bad,” “disobedient” or “unmanageable.”

Training school staffers call such places “segregation,” “detention” or “dissociation”; Juvenile Division officials in the Ministry of Correctional Services call them “quiet rooms” or, in one school, “the Reception Centre.” So much for euphemisms. The victims, the young wards themselves, have a much simpler and earthier expression for solitary: the digger. As a young ward told me a few years ago, “You gotta dig to get out of it.” Few, if any, kids have escaped [from] the digger.

What does the digger look like? Despite minor differences from school to school, the digger is basically a jail-like cell or bank of cells. Each is spartan in its simplicity and severity – one hard bed, a mattress (which is sometimes taken away), perhaps a sheet and/or a blanket, a toilet, a washbasin, one very small window with or without bars, and a thick door, sometimes of steel, which is kept locked day and night. Reading and writing materials, games, activities and personal possessions are usually forbidden in the digger. With the exception of those bringing in meals and administrative staffers who make frequent visits, no one is allowed to visit or talk with kids in the digger. They’re shunned and alone.

What is it like? Listen to what some former inmates - the real experts – have to say about it:

Chris, who is 19, spent a total of four years in Hagersville and Bowmanville between 1970 and 1974: 

“In Hagersvillle…there were eight cells; they were about eight feet long and six feet wide and they had a window at the end which you couldn’t see out of…. The windows open this much (gestures one inch) – not enough for air, really…. There’s no way of getting out…. The staff leave the light on till 11 or12; sometimes they’d leave it on all night, really shining bright…”

Susan (19, in Galt, 1970-73): 

“In detention there was one bed coming out from the wall, like in the old-time jails, and two big steel doors, one on the inside and one on the outside…”

Frank (19, in Bowmanville, 1971-73): 

“They take your mattress away from you. You get cold food all the time. You only get one spoon and you carve your initials on the wall. They have bars on the screen, on the windows. You’re in a hole. What can you say? What d’ya got? You got nothin’…”

Ed (19, six years in Cobourg and Bowmanville, 1969-75): 

“It’s just a 6’x6’ cell. You just sit there by yourself. In Bowmanville, I was in that digger more than 60 times…. When I first went in during the day, you didn’t have no mattress, just a steel bed, and there’s no windows you can look out of…and if anybody’s caught talkin’ to you through the digger window, they’re in trouble.”

Diane (16, Lindsay and Galt, 1974-75):

“…the window’s caged-like…you can’t see through. They have a little mattress but if you’re ‘bad’ they take it away from you. In Galt, like Churchill House, the whole place is all grey brick with big iron doors and big brass keys. They lock you in your room every night and your room’s about 8’x 8’, if that. It’s got a sink and a toilet and a little skinny bed. No one goes in your room…. If they locked you in one of those rooms, there’s no way you’d ever get out of there. That’s got to be the sickest place on earth.”

According to former digger inmates, administrative visits are carried out chiefly to find out if the kids have finally become remorseful or repentant (“mended their ways”), or are freaking out. For some training school officials, a visit to the digger provides them with one more occasion to deliver a short and snappy lecture or sermon to their wayward wards. However, for these imprisoned kids, such visits are generally a tease, a cruel hoax – just another painful frustration.

Ed: “In Bowmanville, they’d send a shrink or the reverend in to talk with you; they’d come in to see if you were nuts or not. They’d try to dig into your brain. Every time they came in to see me, I’d just tell them to leave. They thought I was nuts; I caused a lot of trouble. Like, Mr. H. [superintendent] would come and give you his social lecture; then you’d agree with him, just agree – and you got out; and you’re back in the next day. That’s what happened to me all the time.”

Susan: “In Lindsay, every time they’d come and ask me if I was ready to come out, I’d just tell them to go fly a kite…. I knew I wasn’t going to give in to them and I knew they weren’t [going to give in]. I lasted a week and a half…. They didn’t want my mother to know I was in detention. I told her when she got there. But she couldn’t do nothin’; she cried. That was all she could do.”

 How long do kids spend in the digger? That depends on how they behave, and on the discretion of the authorities at each training school. I’ve seen statistics collected between 1965 and 1968 at the Pine Ridge School for Boys in Bowmanville, and they’re disturbing. In 1965, an average of 41 boys – 18 percent of the school’s monthly population – were locked up in the digger each month. In 1966, a monthly average of 44 boys – 22 percent of the school’s monthly population – were locked up for an average of two days. In 1967, an average of 53 boys were locked up each month – 32 percent of the school’s average monthly population – each spending an average of one and a half days in solitary.

In the first six months of 1968, a monthly average of 55 boys did time in the digger – again for an average of one and a half days. In 1968, 75 percent of the boys in the digger were locked up for one day or less, 25 percent for two days and longer. I was shocked to discover that in that year at least seven boys were locked up for one week or longer.

However long the detention period, the time is not used constructively. If the kids were at least allowed to do something constructive or recreational while in solitary, then the digger just might be a “corrective” or “rehabilitative” experience. But this is not permitted. Most training school administrators forbid any activity – although some allow reading materials – perhaps [in order not to] dilute the punishment. Sitting, lying down, pacing, eating, daydreaming, sleeping and counting are the only activities available to digger inmates. 

Susan: “I sang to myself. I used to sit in detention and sing and they [staff] used to say, “Are you ready to come out?” and I‘d say, “Go fuck yourself.” I slept a lot. When I wasn’t singing I was sleeping…[or] counting bricks on the wall. Like, there were 1,738 bricks in every detention room – I know. One girl, Connie, she’s got scars on both arms from deep cuts. They used to put her in the digger. She had a bad habit of punching her hand through the window and cutting her arms all up, and then taking a piece of glass from the window and slashing her arms. She cut her face up once and tired to slit her throat once. She laughed while she was doing it; she didn’t feel anything while she was doing it. The staff would come in, say, every 15 minutes to check on her and there’d be blood all over the place and she’d be bleeding from the throat and face and she’d just be sitting there and they’d come in and she’d smile and then they’d take her to hospital and get her stitched up. They knew she was just doing it to get attention.”

Diane: “It drives you a bit nuts in there…. You don’t think…you sit and scream for a while and talk to yourself. You feel as if they’re going to keep you in there forever. Why did I cut myself? Like, I mean, you figure, well, they’re not going to care if you do it so why should you care? I don’t know – the feelings inside you, you can see them…at least you can feel the pain. A lot of people don’t understand that. They think you cut up your arms for attention.”

May of the kids who get sent to the digger are defiant, disturbed and, often, violent. Yet there are indications that solitary confinement is used not as a tool for cooling out uncontrollable kids, but as a routine disciplinary device. This is the impression I get from reading the Bowmanville log book, in which the reason for each detention between 1965 and 1968 is carefully listed.

“AWOL” was the most commonly cited reason. Between1965 and 1968, 46 to 62 percent of boys sent to the digger were there because they ran away, or tried to. “Insolence” (arguing, talking back to or insulting staff) was the second most common reason. During these years, 18 to 32 per  cent of the kids were locked up for this reason. Fighting was the next most common reason. Yet fighting accounted for only 9 percent of boys in the digger in 1965, and 4 percent in 1968. In 1966, the third most common reason was “refusing to work”…with only 5 percent being sent for this offence. Incredibly, “no reason” was documented in 1967 for locking up 39 boys.

However, there were many other “reasons” cited by the Bowmanville administration and staff for putting boys into the digger. Some appear ambiguous, petty, arbitrary or difficult to justify. Nevertheless, they were all written down in the logbook: “suicide attempt or gesture”; “boy’s own request”; “smoking” (which is now allowed at Bowmanville); “contraband” (drugs or liquor); “stealing”; “possession of No. 1 key”; “drawing dirty pictures”; “upset”; “held for court”; “returnee (usually after going AWOL)”; “B & E (breaking and entering)”; “Mr. H.’s orders”; “sex”; “sex play, “rash (presumably a skin rash)”; “tampering with window”; “fooling in church”;  “lack of cooperation”; “glue-sniffing”; “observation.”

Furthermore, there have been cases where boys were sent to the digger for behaviour that stemmed from psychological problems that the Bowmanville administration could not or would not deal with, despite the presence of clinical staff. 

Take the case of Charlie. I saw Charlie in 1968. Charlie was an extremely disturbed boy who, like many others, didn’t belong in training school. He’d already slashed his wrists and had made other suicidal or self-destructive threats. The next thing I heard, Charlie was in the digger – sent there, presumably, for his own protection. When I visited him with another staff member, he was lying on the concrete floor underneath the bed, tightly curled up in a fetal position, occasionally whimpering like a scared puppy. He was obviously more upset than when we’d seen him in our office; he refused to talk with us. He was frightened, almost totally mute and unresponsive to our efforts to reach out to him.

Immediately after seeing Charlie, we sent a letter to both the superintendent and assistant superintendent stating that Charlie was in “immediate need of psychiatric treatment in a protective and secure therapeutic environment (e.g., Brown Camps, Warrendale or another residential treatment centre for psychologically disturbed adolescents).” [Obviously, this was before I realized that psychiatric “treatment” was bad news.] Neither the administration nor the psychiatrist who knew Charlie replied. Instead, Charlie was kept in the digger for three days.

Consider the case of John, a mildly retarded boy of 14. John was routinely put in the digger “for his own protection” whenever he got into trouble, which was often. Like Charlie, and probably countless other “delinquent” kids, John just couldn’t adapt to the stresses of training-school life. In John’s case, these included being cruelly taunted by other boys and staff; being called a “goof,” “idiot,” or “stupid.” John frequently went AWOL, was always caught and automatically put in the digger. Sometimes John would become very impulsive and angry and lash out against other boys, the staff or himself. He once seriously injured his arm by smashing a window, and threatened to do it again. Three members of the clinical staff, myself included, believed that John was very disturbed, probably suicidal, and should never have been sent to training school in the first place – let alone the digger. Collectively, we wrote a letter to the school psychiatrist urging him to “set up a case conference…as soon as possible.” We hoped he would recommend transferring John to a humane, therapeutic setting. The letter went unanswered. The next day we learned that John was in the digger under 24-hour surveillance.

Almost 20 years ago, in a classic psychological study entitled “The Pathology of Boredom,” Dr. W. Heron, found that relatively severe but temporary sensory deprivation and a monotonous environment (as in the “social isolation” experiments of the late McGill psychologist Donald Hebb) quickly produced psychosis-like disturbances (hallucinations) in most normal subjects – they drive you mad. In addition, Dr. Harry Harlow, an internationally renowned psychologist, discovered that you can drive young monkeys crazy, or seriously retard their sexual and social development, simply by depriving them of physical contact with their peers or siblings. (11)

Bill Brewer, a juvenile and “after-care” officer fired by the Ministry last year because he dared to expose brutalities in Ontario training schools, is also strongly opposed to solitary confinement. After talking with a dozen kids about their experiences in the digger, Brewer said “Isolation is a completely vengeful act. It has no lasting rehabilitating effect on the kids in terms of ‘behaviour modification’…no punishment has any positive value…. A good place to start readjusting our thinking would be to totally abolish isolation in any institution.”

But solitary confinement continues to flourish in our training schools for juvenile offenders. Apparently, it’s not enough that we expose them to the intimidating and traumatic experiences of juvenile court; it’s not enough that we stigmatize them by labelling them as “juvenile delinquents” or “young offenders”; it’s not enough that we sentence them to authoritarian and punitive environments where they’re separated from their homes, parents, friends and communities. We then throw some of them into solitary confinement after [sending] them to our treatment centres and youth correctional facilities. And then we wonder why so many kids run away from training school and graduate to “the big joint”…about 75 percent of adult prisoners in Canada are training school “graduates.”

In Canada, very few lawyers or judges have publicly criticized solitary confinement. One notable exception is [criminal lawyer] Paul Copeland. For all those correctional staff and administrators sanctioning solitary for institutional youth, Copeland makes this strong recommendation: “Every person who causes a juvenile to be placed in solitary confinement should be required to have either experienced a similar term in solitary, or in the near future to undergo the same. Only by such a requirement will the persons imposing such punishment adequately understand the very damaging effects that solitary may have.” Correctional investigator Inger Hansen, who tours Canadian prisons as a federally appointed ombudsman for prisoners’ complaints, thinks solitary confinement is “cruel and unusual punishment.” 

Hansen was dead on. Solitary confinement is cruel and unusual punishment; it is torture. It should be specifically prohibited as a serious violation of human rights the Canadian Charter of Rights and Freedoms, the United Nations’ Universal Declaration of Human Rights, the UN Convention Against Torture, and the UN Convention on the Rights of the Child. Displaying a stunning lack of empathy, sensitivity and understanding, Canadian and American government ministers, along with prison and “mental health” officials, typically refuse to acknowledge institutionalized children, psychiatric patients, and adult prisoners as human beings like themselves, with the human rights we all deserve and are supposedly guaranteed. Victims of institutionalization are demonized as subhuman or described as “animals.” The torture of institutionalized child abuse continues, with predictable consequences.

David Meffe never physically assaulted or directly threatened anyone. He could have benefited from a supportive house or youth crisis centre where he would not have been driven to utter despair, hopelessness and suicide. Ashley Smith, locked up for throwing crab apples at a mailman, could also have benefited from a humane, community-based alternative. Like those of millions of other kids, her crime was just an incidence of youthful rebelliousness. The vast majority of jury recommendations will probably never be acted on; they’ll gather dust in the storage rooms of government ministries. (I discuss several alternatives in Chapter 16, “A Radical Vision.”)

If child care and “mental health” experts, politicians and ministers cared enough and had the political will to offer children and youth in crisis humane and sensitive care and community support, the Sarah Carlins, David Meffes and Ashley Smiths would be alive today. Let’s face it – as a so-called “civilized and just” society allegedly committed to human rights for every citizen, mental health professionals, especially psychiatrists, don’t take time to listen carefully and sensitively to what kids in crisis are trying to tell us while going through their private hells – until it’s too late.

What are the usual government solutions? Label these kids “bad,” “mad,” “unmanageable,” or “out of control”; sentence them to detention or jail, psychiatric wards or segregation cells; drug, isolate and punish them in an attempt to force them to conform to adult middle-class values that are generally meaningless or irrelevant to their lives; and build more prisons. Abandoned, alienated, and ostracized by their families and friends, many thousands of children are re-traumatized in institutions by the “tough love” policies and practices of governments. Ordered to “obey, or else” they are subjected to daily threats of physical and emotional assault, humiliation, degradation ceremonies, bullying, social isolation, forced drugging, stigmatization, and sometimes racism – all under the guise of “treatment and rehabilitation.” As previously noted, many survivors of the child welfare system – along with survivors of the “mental health” system – end up in maximum-security prison – graduating to the “big joint.” 

The institutionalized child abuse – and, in particular, the abuse of poor, black and Aboriginal kids – I’ve witnessed and read about horrify me, and compel me to speak out and keep speaking out until this horrendous practice is thoroughly exposed and, ultimately, stopped. Although Canada’s racist, genocidal “residential schools” no longer exist, their legacy does: police harassment and racial profiling of native, black, Latino and immigrant youth; an ever-increasing number of youth “assessment” and detention facilities; and more and more prisons built under the Harper government’s “get-tough-on-crime” policies. What a national disgrace. What an inexcusable waste of young lives.

Government officials responsible for children’s education, health and welfare, along with educators, child psychiatrists, probation officers and judges, like to promote themselves as caring, compassionate, helpful, democratic, and just. In reality, however, their actions communicate an alarming message of severe punishment and imprisonment. If politicians and corrections ministers continue defending detention facilities, prisons and solitary confinement for children in “care” or custody, we should strongly support Paul Copeland’s recommendation that each of them spend 24 hours in a “secure isolation.” Then let’s see how eager they are to lock up kids.

Youth workers and advocates have generally failed to protect and respect the most vulnerable people among us: poor youth, immigrant youth, kids from broken and foster homes, black kids fighting to survive in inner city ghettoes or housing “projects,” native kids driven to sniffing glue or gasoline – or even to suicide – on the reserves. Most guards lack empathy and understanding of youth and their identity struggles; these people should never have been hired in the first place, and should be fired immediately. A little empathy and understanding might have prevented David Meffe and Ashley Smith from killing themselves.

It’s time to fully expose, and then put an end to, the systemic, state-sanctioned child abuse and neglect and staff racism sanitized as “child welfare.” It’s time to stop the epidemic of drugging children with antidepressants like Prozac and Paxil that drive many to suicide. It’s time to stop labelling rebellious students and other youth with “ADHD,” “bipolar affective disorder” and other fraudulent psychiatric diagnoses, and addicting them to high-risk stimulants (such as Ritalin, Concerta, and Adderall) and other dangerous psychiatric drugs. It’s time for some serious public and independent investigations, an increase in grassroots advocacy, and especially more community action plans that can transform, empower, and give hope and respect to thousands of marginalized and stigmatized children.

What we don’t need is more do-nothing inquests and jury verdicts that perpetuate the status quo with token recommendations and, thanks to our weak Coroner Acts don’t hold any child-abuser doctors, child psychiatrists or prison guards accountable. We don’t need more correctional or mental health experts who promote psychiatry’s fraudulent medical model, with its bogus and unscientific diagnostic labels. We don’t need more radio and TV documentaries that lack in-depth criticism or political analyses of failed “child welfare” and advocacy policies and programs that frame child abuse and other human rights violations as isolated or aberrational incidents instead of systemic crises. We don’t need more TV “specials” that consistently and irresponsibly refuse to expose the alarming lack of community alternatives to youth detention hellholes, prisons, psychiatric wards, and “secure isolation” cells as the tortures they are.

What we do need is advocacy journalism that promotes human rights and stands up for inclusion, educational opportunities, and respect for all poor and marginalized children. We need more courageous researchers and child advocates like Louise Armstrong, Peter Breggin, Ginger Ross Breggin, and pediatric neurologist Fred Baughman, Jr. (12)
It’s time all of us started taking responsibility for the well-being of our young people. We must put pressure on MPs, MPPs, health ministers, and child advocates to take action to ensure that all troubled children are given the care, community support, educational opportunities, love and respect they deserve – no matter what their class, gender, ethnic background, religion, skin colour, diagnostic label or disability. Much more public education about institutionalized child abuse and the psychiatrization of youth is obviously needed. It’s time that parents, teachers, the police, prison guards and wardens, probation officers, judges, youth workers, and media broke their silence. It’s time adults stop parroting mental health dogma and using psychiatric labelling, stereotyping, scapegoating, criminalization and stigmatization to blame and punish kids in crisis for our weaknesses and failures. It’s time we started embracing, respecting and loving children as human beings like ourselves. 
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Chapter 10

Psychoprisons: Queen Street and Oak Ridge

We at Queen Street Mental Health Centre are dedicated to the specialized care of adults suffering from severe mental illness and the consequences of those illnesses…. Our services are individualized and delivered with compassion and sensitivity to cultural diversity…. We believe that: Every person is unique and worthy of dignity and respect.

– from Queen Street Mental Health Centre “Mission Statement” (April 1990)

Every single psychiatric facility in this province is a sewer: it’s hurtful, it’s counterproductive, it’s harmful to the people who are in it supposedly getting help.

– the late Randy Pritchard, psychiatric survivor of Oak Ridge and human rights advocate (1) 

Not the shrinks, not the state

We alone control our fate 

– an empowering movement chant (2) 

Queen Street

So far, there has never been an independent public investigation into any abuse or human rights violation in any psychoprison (psychiatric facility) in Ontario – it’s time there was. One example is the use of the cold wet pack (see Ch.8 ).

The following are edited excerpts of my May 16, 1972 letter protesting the use of the “pack,” addressed to Dr. W.C. Hicks, then Chairman of Queen’s Street’s Committee on Therapeutics and Standards of Medical Care:

My basic question is this: Just what therapeutic purpose or value is served by putting patients in a Cold Wet Pack? I have discovered no answer to this question. All the “Guidelines” statement does is point out the conditions under which the Cold Wet Pack may be used; e.g.,“for some psychiatric emergencies,” before or after the patient has a “violent outburst.” The criteria of “psychiatric emergencies” are not specified. Furthermore, it is stated that the Cold Wet Pack may be at the discretion of either the doctor or ward staff: “If the doctor does not respond within what the nurses consider a reasonable period of time, they may institute the Cold Wet Pack.” 

So far, I have neither seen nor heard of any empirical evidence that any patient has benefited from the Pack. About one year ago, I talked with some patients who had experienced the Pack. Not one liked or accepted it; none felt it was helpful. The patients told me they either feared the Pack or believed it was a punishment. Some staff apparently believe its use makes the “uncontrollable” or “unmanageable” patient more “controllable” or “manageable.” Perhaps this is the chief reason for its continued use.

Obviously, there are many humane and perhaps more therapeutically effective alternatives. For example, skilled, resourceful and humane ward staff can talk violent or openly aggressive patients down, firmly holding them while encouraging them to express their anger, or temporarily placing them in a quiet and padded or well-protected room with one or two staff people present to help them work through their anger.

Use of the Cold Wet Pack cannot be therapeutically justified, and should be completely and immediately stopped. It has no place in any institution which presumes to call its treatment program enlightened, progressive or humane.

If your committee should decide to sanction the continued use of the Pack, I believe this decision would be antitherapeutic and reactionary. Furthermore, such a decision would support the authoritarian/repressive attitudes which unfortunately still find expression in some ward staff.

If the Committee does not ban the Pack, I will continue to protest against its use in any way I can.

I asked Dr. Hicks to deliver copies of this letter to all members of the Committee. I believe he did so, and he sent me a letter acknowledging the receipt of mine. But, of course, he neither addressed the issues I had raised nor supported my demand for a ban. 

In the years following my resignation from Queen Street, I became much more aware of psychiatric tortures like 4-point physical restraints, “seclusion,” and forced drugging, and started challenging the notion that such practices were “therapeutic.” I asked myself, what kind of profession not only condones but promotes and sanitizes staff brutality and supports psychoprisons like Queen Street and Oak Ridge?

For a long time, I was furious at other psychologists including Lew Yeats and other so-called “professional colleagues” who never spoke out or supported my criticisms of “the pack” and other psychiatric tortures. I was the lone dissenter – and never regretted making these life-changing decisions.

It took me several years to really understand that the atrocities and traumas inflicted on thousands of patients at Queen Street and other psychoprisons are cruel and inhumane punishments; common psychiatric assaults that are frequently criminal and never exposed; and that assault and coercion, as well as ableism, classism, sexism and racism, are endemic in the “mental health system.” If I were to keep silent about these abuses and injustices, I couldn’t live with myself. I would be betraying my commitment to other survivors, to myself, to the movement, and to the principle of human rights.

In the early 1970s, I started sharing some of my Queen Street experiences with a few other survivor/activists such as Leonard Frank, Judi Chamberlin and Don Johnson, as well as dissident psychiatrists Thomas Szasz and Peter Breggin in the United States. I also started reading and subscribing to American antipsychiatry publications such as the survivor-controlled magazine Madness Network News and radical professional publications such as Rough Times and State and Mind. At that time, I couldn’t find any in Canada, except In a Nutshell, the newsletter of Vancouver’s Mental Patients Association (it’s no longer antipsychiatry or radical). I felt I had to expose “Queen Street” (currently a branch of Centre for Addiction and Mental Health) as the notorious psychoprison it was and still is. I felt I had to start telling the horrible truth about psychiatric abuses sanitized as “treatment”; I had to get this poison out of my system.

I started to debrief and empower myself by writing and speaking out against the psychiatric system, and getting involved in the survivor movement, including antipsychiatry demonstrations and protests in the United States and Canada. One result was a feature article published in the June 1988 issue of Canadian Dimension (edited excerpts reprinted with permission):

Manufacturing Madness – How Psychiatric Institutions Drive You Insane (3) 

The Labelling Game: How Psychiatrists Swear at People

Most Queen Street staff didn’t address inmates by their diagnostic labels, but some did. A woman ex-inmate – call her Mary – once told me about an incident which occurred shortly after I’d resigned. Mary had arranged an outpatient appointment with her psychiatrist. She’d just been through another emotional crisis with her husband and wanted to refill her old drug prescription.

During the interview, she directly asked her psychiatrist, “Tell me, what’s wrong with me?” The psychiatrist, she recalled, simply shrugged, smiled and coolly said, “Well, you know, you’re a manic-depressive.”

Having received this psychiatric kiss of death, Mary was suicidal for the next week or so. Then I saw Mary and her husband in a free counselling group I used to run in Toronto’s “Cabbagetown” neighbourhood. Some time later, I was horrified to learn that Mary had jumped in front of a subway train and killed herself.

Drug Deaths

During an 18-month period in 1980-81, three young inmates died in Queen Street: Aldo Alviani (19), Patricia Ellerton (37), and Norman Davis (27). Since they all were on heavy doses of neuroleptics and/or antidepressants, it’s safe to assume that their deaths were mainly caused by the drugs. However, Queen Street staff and administration, Ontario coroners, and Ministry of Health officials minimized or flatly denied the role of psychiatric drugs in their sudden, “unexplained” deaths, and those of others.

Aldo Alviani was only 19 when he died on June 23, 1980 in Queen Street. Young and strong, with a working-class background, Aldo was not liked by police or psychiatrists. He was on street drugs, and usually resisted authority. He was said to be “hard to control.”

When Aldo was transferred from Humber Memorial Hospital to Queen Street the day before he died, he had already been restrained by a heavy dose of Thorazine and leather straps, despite the fact he was not dangerous or violent. After being admitted to Queen Street and without any medical examination, Aldo was immediately and forcibly administered 75 mgs of Thorazine, then 255 mgs of Haldol in the next fifteen hours – roughly ten times the maximum 24-hour dose of Haldol recommended by the Physician’s Desk Reference!

On the day Aldo died, Queen Street psychiatrists shot an additional 40 mgs of Haldol, 200 mgs of Nozinan and 60 mgs of Valium into him. Shortly after his death, Aldo’s body was transferred to Toronto Western Hospital, where he was officially pronounced dead – a common tactic used to reduce death statistics and avoid coroner investigations in psychiatric institutions.

At the inquest, held in November 1980, a coroner’s jury ruled that the cause of Aldo’s death was a “therapeutic misadventure” – a medical accident. (4)
Some accident! They overdosed Aldo, drugged him to death. He received a greater dose than he ought to have done and as a consequence he died. During the inquest, and in the media, the psychiatrists were never seriously challenged or criticized. The cover-up of Aldo Alviani’s death was predictable – so are many other deaths of psychiatric prisoners killed by drugs, electroshock, or sheer neglect. Then, as now, such deaths are covered up, rarely investigated by coroners. 

“Eve” and PG-2

On several occasions in 1977 and 1978, I visited “Eve” on PG-2, one of Queen Street’s psychogeriatric wards, which warehouse the elderly. Most of the inmates of such wards are senile and/or brain-damaged, and waiting to be transferred to nursing homes or homes for the aged.

Eve was in her late 60s, one of thirty-odd senior citizens on the ward – a ward where compassion and humanity were conspicuously absent. She knew Queen Street very well, because this was her twentieth admission in as many years. Drinking and loneliness were two of her problems.

This time, Eve had been labelled “financially incompetent” – another of psychiatry’s ways of stigmatizing and invalidating “patients.” Her entire estate, including pin-money and savings, was being controlled by a provincially-appointed Public Trustee, on the authority of only one doctor. Eve was very angry about this, especially since she had formerly worked as an accounting clerk and had bookkeeping skills.

Comely, alert and articulate, Eve stood out from the rest of the elderly inmates, who were heavily drugged, slovenly, neglected, and spaced out in their own private hells. Incredibly, these lost and lonely souls were routinely locked out of their own rooms on the locked ward for eight to ten hours a day! That way, the staff could more easily control or “monitor” them. PG-2 cried out for a Randall Patrick McMurphy [the lead character in Ken Kesey’s One Flew Over the Cuckoo’s Nest].

Eve was very much aware of staff abuse and neglect, and, fortunately, was a fighter. When I first saw her, she was on the verge of deciding to get a lawyer. She wanted to do something about staff neglect of her arthritis and kidney conditions, and about their greed. Some ward staff, she told me, stole hospital food from the inmates and took it home. In addition, Eve was determined to expunge the damning label of “incompetent” from her medical record. She felt it was like a curse hanging over her. At my suggestion, she started keeping a diary of her experiences on the ward. 

She soon began writing letters to Legal Aid, requesting a lawyer, but was always politely refused, which infuriated her. To add insult to injury, none of the ward nurses, attendants or doctors bothered to help her. They wouldn’t even tell her where the Student Legal Aid Office in Queen Street was located, or how to make an appointment. She was forced to discover all this on her own.

With my encouragement, she finally contacted my friend Carla McKague, who was a law student at the time. Carla accepted Eve’s case and agreed to represent her at a review board hearing, where Eve could appeal her doctor’s judgement that she was financially incompetent. Eve finally succeeded in expunging this damning label from her medical record, refusing to leave Queen Street until she had done so.

In 1972, Queen Street had the highest inmate suicide rate of Ontario’s twelve provincial psychiatric institutions. No fewer than sixteen inmates killed themselves that year, while under “care and treatment.” Some overdosed; some hung themselves on the ward; some jumped in front of subway trains. 
The following article, written by Andrew Ehrkamp, was published in the August 11, 1993 Toronto Sun:

Former mental patients protest (5)

About 60 ex-psychiatric patients and supporters paraded in Parkdale yesterday demanding better treatment of the mentally handicapped.

“Not the shrinks and not the state. We alone control our fate,” chanted the “survivors” of psychiatric hospitals, who want acceptance, housing, jobs and better counselling.

From the Parkdale Library, they marched to Queen St. Mental Health Centre – an example, they said, of a hospital that overdrugs [and] confines but doesn’t rehabilitate patients.

“To say patients aren’t being helped does a disservice to them,” said the centre’s administrator Allison Stuart. “We have over 2,000 outpatients and it says their current treatment has no value.”

Lawyer Marianne Friesen, an ex-psychiatric patient, says the marchers want “safe houses” – group homes run by ex-patients themselves – instead of hospitalization.

Stuart said the center would be “receptive” to new treatment ideas.

“My father abused me when I was living at home and the doctors re-abused me,” said a 17-year-old girl.

This article neglects to mention that our protest was triggered by the continuing abuses and suffering inflicted on my friend Mel and many others in Queen Street.(see Chapter 7) About one year before our protest against Queen Street, Mel almost died from neuroleptic malignant syndrome (NMS), a frequently fatal neurological disorder caused by any neuroleptic drug; the doctors had failed to diagnose NMS earlier, after having administered the dangerous neuroleptic Haldol and failing to warn him about this deadly “side effect.”

Here are a few edited excerpts from a speeches delivered during a public demonstration against the Queen Street Mental Health Centre, held on August 10, 1993 by Dr. Bonnie Burstow (co-founder of Resistance Against Psychiatry [RAP]), shock survivor Marg Oswin, businessman David Walsh, and the late psychiatric survivor/activist and HHarvey “Alf” Jackson. 
Bonnie Burstow:

Today we are particularly protesting a set of atrocities that happens in all prisons including psychoprisons, and letting the public know they are happening here and on the rise here. One of the things we are protesting is the “accidental and sudden” death and beatings by staff that we are told don’t exist, but we all know exist. When people are shackled and their heads are knocked against concrete floors, those are attacks. At the top of our list of what we are demonstrating against is the use of solitary confinement and 2-point and 4-point restraints. The general public thinks this happens rarely; the odd person in a few thousand, they think, is locked up for a few hours. Well, that is not the case. 

People are being locked up in solitary confinement in these institutions, in this institution, for months and months on end. People are being put in restraints for months and months on end. What kinds of crimes are they being put in restraints for? Things like, they didn’t want to go to occupational therapy today.

It is particularly serious right now because the use of solitary confinement and restraints is on the rise in this institution.Why are they on the rise? After the last suicide they got bad publicity; they don’t like bad publicity. “If we lock everyone up and put them in restraints, we won’t have people killing.” We are here to say that’s not a good enough response. We are objecting to the rise of solitary and 2-point and 4-point restraints.

We particularly want to protest the brutalization of Mel Starkman. Mel has been subjected to 2-point and 4-point restraints for approximately two months. For approximately four months, he has been in and out of isolation – mainly in – despite protests from himself, despite protests from Don Weitz, despite protests from RAP, despite inquiries from the Psychiatric Patient Advocate. These [staff and administration] don’t have to worry what anybody thinks. We ask them what’s going on, we write to the Minister; we are told, “this is restraint that the doctor prescribed.” Again, this is not good enough. We are demanding an end to this brutalization. We are demanding an end to the use of solitary and 2-and-4-point restraints. 

Marg Oswin:

My name is Marg Oswin and I’m a psychiatric survivor. I’m a survivor of weeks in restraints; I’m a survivor of shock; I’m a survivor of “room restriction,” also known as isolation, also known as punishment. I’m from suburbia; we have torture chambers [in hospitals] out there too. Nothing less than the abolition of shock is acceptable.

David Walsh:

I’m a businessman and active in community work. I just want to say a few words about Mel. He’s a friend of mine. I’ve been visiting Mel since 1983 when he’s been in the psychiatric system. Mel’s been heavily drugged, and he’s just not himself. I take him magazines and he’s not able to read them, I take him tapes and he’s not able to listen to the tapes. He just wants to get out. We once talked about him moving to a farm, but he’s so drugged he couldn’t think. So I really see the impact that drugs have on people

Harvey “Alf” Jackson:

I heard Mel is on the crazy drug Prozac and that people in England are committing suicide after they take it, and that’s bad. We could have community homes, not only for the people who aren’t well but for the people who are going to get sick. We could be a preventive organization by having these homes in each district, so the person who has a heavy problem could discuss it with somebody friendly and in their terms. We need this. we don’t need millions of dollars for these places [psychiatric facilities]. I was out West with Mel in 1979 or 1980. And some of the things that went on out there would benefit this place. They have a community apartment set up by patients, [plus a] million-dollar work centre where they could go and make anything they wanted; it brought them respect. That’s what we need here: respect. We all need that respect, and Mel needs respect. He shouldn’t be locked up in here; he shouldn’t be tied up and held down. But then, how are ya gonna stop them when they give you a needle? Mel shouldn’t be treated this way, and he has to get our help to get released. He really does (6)

The following, which should be read like a rant, is a slight revision of a poem I wrote in 1994 while feeling depressed and angry, shortly after I visited Mel on a locked ward in Queen Street. I was inspired in part by Allan Ginsburg’s poem “Howl.” (7)

I say Kaddish but don’t feel like it

While you shuffle stoned

Corpselike, a mussulman

Along the tombstoned halls

Of psychoprison queen street

Which smells of instant despair/waste/death

Of lost souls, the wounded, drugged and demented

You once spread the word about our movement

In Toronto, Winnipeg, Cleveland, Phoenix Rising
The Nazis in white coats are here again

They tried killing you in the eighties

They tried killing you in the nineties

With special treatment

With 2-point and 4-point restraints

In seclusion cages on ward 4-5

Where haldol/modecate/prozac poisons

Are served for breakfast/lunch/dinner

For weeks-months-years

Special treatment, cruel-and-usual torture

Like good Germans in the thirties and forties

We stand saluting, “Heil Dr. Cameron! Heil Dr. Dukszta!”

Silent like good Canadians

Concerned about “mental health reform,” which deforms

A shameful sham like “deinstitutionalization”

Saluting SS doctors in plainclothes who

Lobotomize dissident sons/daughters/cousins

Saluting sadistic quacks who stigmatize

Brothers/sisters/partners/friends

With numbers, swearwords, labels

“Schizophrenia” like “Jew” tattooed on their skins and souls

For life, “for their own benefit”

The Holocaust is not dead

Code White/Code Red

Its code initials today are ECT/DSM-IV/OD/DOA

Remember Nuremberg?

The right to refuse?

To resist?

To live?

Mel, are you listening? Mel?!

Queen Street finally released Mel in 1995 and sent him to Greenview Lodge – a “retirement home,” similar to a home for the aged, where disabled elderly people languished and still languish before dying. Five years later, Queen Street referred Mel to a boarding house in downtown Toronto, where he lived for the next four years and once suffered an outbreak of bedbugs. Violations of his privacy, he suffered throughout his time in this so-called supportive housing. He currently lives alone in a clean and affordable apartment and is active in grassroots survivor-run organizations like the Psychiatric Survivor Archives Toronto and the Coalition Against Psychiatric Assault. 

In the year 2000, under Mike Harris’s Tory government, the Queen Street Mental Health Centre merged with and became privatized with three other “mental health” institutions in Toronto: The Clarke Institute of Psychiatry, the Donwood Foundation, and the Addiction Research Foundation. The conglomerate is now called the Centre for Addiction and Mental Health (CAMH). Its “research” into “schizophrenia” and “bipolar mood disorder” is largely funded by multinational drug-pushing corporations like Eli Lilly (Prozac, Zyprexa), Pfizer (Zoloft) and GlaxoSmithKline (Paxil). The abuses – forced drugging, electroshock, physical restraints, seclusion, and cover-ups of suspicious deaths – continue.

After learning of five recent deaths in CAMH, I wrote this letter to the Toronto Star demanding an investigation. It’s titled “I Accuse and Demand”; it’s written in the spirit of “J’accuse,” novelist Emile Zola’s powerful indictment of the French government for its antisemitic, scapegoating trial of French Jew and army officer Alfred Dreyfus. The Star rejected it. 

July 23, 2000

Dear Editor:

The public should be mad as hell and demand an independent investigation into Toronto’s most notorious psychoprison euphemistically called Centre for Addiction and Mental Health – the old Queen St. Mental Health Centre or ‘999’. Why? Because at least five patients, as sensitively reported by Scott Simmie, died there in only 8 months, July 1999-March 2000. I have no doubt their deaths and many others were chiefly caused by staff abuse, neglect and/or incompetence (“Seclusion, locks and death on Queen Street,” July 22, 2000).

Like Lina Megna who choked to death last September while in solitary confinement for 2 years, my close friend Mel was also abused and brutalized while languishing in one of Queen Street’s solitary confinement rooms (“seclusion”) for many months in 1993. When I visited Mel in solitary, he was not only overdrugged but more depressed and agitated. A psychiatric nurse once told me Mel was put in solitary because of his “headbanging behaviour.” Agitation is a side-effect of various [anti-]depressants and neuroleptics – not a symptom of “mental illness.” A year or two earlier while drugged on…Haldol, Mel almost died from Neuroleptic Malignant Syndrome, a frequently fatal neurological disorder of the neuroleptics. Advocacy and a public protest against Queen St. helped release Mel a year later.

· I ACCUSE CAMH of causing the deaths of many psychiatric patients including the 5 cited in Scott Simmie’s article.

· I ACCUSE CAMH of carrying out cruel and unusual treatments and punishments (e.g., over drugging, electro shocking elderly women, physical restraints, solitary confinement) on many psychiatric patients.

· I ACCUSE CAMH of inflicting brain damage on many patients by administering hi-risk 

· “Medication” and electroshock (“ECT”).

· I ACCUSE CAMH of promoting and carrying out hi-risk experiments funded by transnational drug companies while mistreating many patients and neglecting their medical care.

· I ACCUSE CAMH of violating the human rights of many patients.

· I DEMAND an independent investigation into all suspicious deaths of psychiatric patients and violations of their human rights in CAMH and other psycho prisons in Ontario. 

We shall never forget our brothers and sisters who did not survive.

Oak Ridge/Penetang

If our patients . . . were driven to such deviation [ from society’s norms],. . .we should help them by every means at our disposal, including force, humiliation, and deprivation, if necessary. 

– E.T. Barker and M.H. Mason (8) 

END INHUMANE CONDITIONS AT PENETANG MAXIMUM SECURITY PSYCHIATRIC INSTITUTE

DEMONSTRATE 12:00 NOON

IN FRONT OF THE LEGISLATIVE BUILDING AT QUEEN’S PARK

CLOSE OAK RIDGE NOW!

SUPPORT THE DEMAND FOR AN INDEPENDENT PUBLIC

INQUIRY

- protest leaflet, Toronto, March 13, 1992

The Oak Ridge division of Penetanguishene Mental Health Centre (“Penetang”) is probably one of the most brutal maximum-security psychiatric “hospitals” in Canada, if not the world. People are sentenced to Oak Ridge – after being charged, labelled and permanently stigmatized as “criminally insane,” “not guilty by reason of insanity,” “not criminally responsible,” and/or “unfit to stand trial.” Psychiatrists use the more clinical-sounding labels “psychopath” and “sociopath,” and fraudulently claim that these “disorders” are incurable. The provincial government’s Warrant of the Lieutenant Governor authorizes virtually indefinite incarceration in Oak Ridge. Prisoners are released only “at the pleasure of the Lieutenant Governor” – frequently after ten to twenty years, and sometimes longer, of incarceration. Many hundreds of inmates – mainly young men – transferred from prison or sentenced directly to Oak Ridge have been brutally punished and severely traumatized through warehousing and forced treatment, physical abuse and other tortures. Needless to say, all this takes place under the euphemisms of “treatment” and “rehabilitation.” I’ve never heard of anybody being cured, healed or rehabilitated at Oak Ridge or any other psychoprison. 

In the 1960s, Oak Ridge psychiatrist Elliot Barker carried out horrific medical and psychological experiments on scores of prisoners (“patients”) labelled with “psychopathy” and/or “personality disorder.” These can only be compared to Dr. Ewen Cameron’s diabolical brainwashing experiments in Montreal in the1950s and early 1960s (see Ch. 5).

Theorizing (erroneously) that failures of communication in “psychopaths” indicated “sickness” or “mental illness,” Barker developed high-risk  “therapy programs” that included forcibly drugging his patients with powerful “defence-disrupting” drugs such as Scopalomine (a drug the Nazis frequently used during torture/interrogations), the powerful hallucinogen LSD (supplied by Health and Welfare Canada), methedrine, and other addictive drugs. These drugs, like the neuroleptics and antidepressants, assault the mind and undoubtedly damage the brain. Most of Barker’s prisoners were driven mad (“psychotic”) and suffered terrifying hallucinations. Others were forced to “encounter” each other after being stripped naked. These men languished for days or weeks in “the capsule” – a small, self-contained, locked unit where several naked male prisoners were forced to interact with each other and forced to drink from immovable straws embedded in the walls. Prisoners not labeled “psychopathic” were appointed as “teacher-therapists” and forcibly paired with “psychopathic” or “psychotic” inmates, to whom they were handcuffed, in “group therapy” that took place for hours at a time in the “behaviour therapy” and “social therapy” units. (9) 

In response to growing criticism by former prisoners and a handful of reporters, psychiatrist Stephen Hucker led an investigation of Oak Ridge. His report, titled “Oak Ridge: A Review and Alternative,” was published by the Ontario government in 1985; most of its recommendations were cosmetic, focusing mainly on repairing the physical plant or replacing it with another similar psychoprison. Significantly, Hucker failed to expose or criticize any staff abuses. (10)

In 1991, a study carried out by psychologist Grant Harris, and involving many of the prisoners “treated” by Barker’s successor Gary Meyers, showed an alarming 80 per cent recidivism rate – i.e., the vast majority re-offended and ended up in federal prisons. (11) Barker’s treatment methods were finally exposed as a total failure and publicly criticized as unethical if not criminal; unfortunately, Barker was never charged and never lost his medical licence. A class-action lawsuit launched by some of Barker’s former “patients” is pending. 

I learned from Randy Pritchard  that there are 150 unmarked graves in the Oak Ridge cemetery – a fact that the hospital administration and mainstream media have never bothered to acknowledge, much less investigate.

Abuse, torture, administrative cover-ups, and demands to investigate or close Oak Ridge are major themes that run through numerous personal accounts and published articles by former prisoners and critics over the last 20 years. On November 16, 1991, Bonnie Burstow and I wrote to Frances Lankin, then Minister of Health for Ontario’s NDP government, urging her to close Oak Ridge. Here, slightly revised, are the six reasons we listed:

1. The buildings and cells violate building code and public health standards and have been publicly condemned by several critics, including psychiatrist Stephen Hucker in his 1985 report.

2. The living conditions are inhumane and sometimes life-threatening.

3. The behaviour modification abuses are inherently destructive and degrading,and violate key sections in the Canadian Charter of Rights and Freedoms. 

4. We believe that staff at Oak Ridge have seriously brutalized many inmates, some of whom they have killed, and then covered up the deaths.

5. The cost of maintaining and staffing Oak Ridge is exorbitant and unjustified.

6. The ongoing nepotism in staffing makes it impossible to monitor abuses.

About one month later, Lankin replied in a self-serving, evasive letter, stating that “several important improvements have been made” – mostly in the physical plant – and that she was “aware of allegations of inhumane living conditions and violations of the Charter.” She was not, however, prepared to do anything about these allegations. She suggested that if we have information on murders or other deaths at Oak Ridge, we should contact the police. But, in fact, inaction, cover-ups and sham investigations by the Ontario Provincial Police [in whose jurisdiction Oak Ridge lies] are a big part of the problem.

Not surprisingly, Lankin informed us that “the Ministry has no plans to close Oak Ridge,” and added that she’d ask Penetang administrator George Kytayko to “investigate your concerns about nepotism and report back.” This is like asking the police to investigate the police. We never heard from Lankin again, nor did we hear anything from Kytayko.

On December 16, 1991, and again on February 6, 1992, the Ontario Psychiatric Survivor Alliance held press conferences at Queen’s Park that exposed several instances of guard brutality, alleged murder, and demands for investigations by the OPP into the deaths of several prisoners at Oak Ridge. The OPP investigations were a whitewash; so far neither any guard nor any member of the psychiatric staff at Oak Ridge has been charged with a criminal or civil offence. As stated above, there has yet to be a single independent investigation or public hearing into the practices of Oak Ridge, CAMH, or any other Ontario psychoprison. The abuses, deaths, hospital and Ministry cover-ups, public apathy and silence continue – all in the name of “mental health.”

Notes
1. Randy Pritchard is quoted in “By Reason of Insanity,” CBC Radio “Ideas” documentary (November 1991). 

2. This chant is one of several voiced during public protests in front of Toronto’s Queen Street Mental Health Centre, other psychoprisons and prisons in Toronto on Prisoners Justice Day, August 10. Every one of the 9 rights listed in CAMH’s “Bill of Client Rights” has been and still is violated. http://www.camh.net/About_CAMH/Boards_and_Governance/Client_Bill_of_Rights/index.html
The original source of the chant was the “pro-choice” movement within the larger feminist movement. 

3. My full article is published in the June 1988 issue of Canadian Dimension; for a personal account of life on a psychogeriatric ward, see Evelyn Parm, “Good Old 999,” in Burstow and Weitz (1988). Shrink Resistant: The Struggle Against Psychiatry in Canada. Evelyn died a few years later in a Toronto nursing home. 

4. For exposes of the drug death of Aldo Alviani, see “Press Release” and “Haldol: what Aldo Alviani’s doctors knew,” Phoenix Rising, vol.1 no.3 (Fall 1980), inside & back covers, 23-26; also see, “Aldo: the inquest and after,” Phoenix Rising, vol.1 no.4 (Winter 1981), 5-7. 

5. Article by Andrew Ehrkamp, The Toronto Sun, August 11, 1993 (reprinted with permission)

6. Taped live and aired on “Caffeine Free” hosted by Bruce Cattle on CIUT radio on August 10, 1993, Prisoner Justice Day – transcript edited by Don Weitz. 

7. I wrote this poem in 1994 while feeling depressed and angry shortly after I visited my friend Mel Starkman on a locked psychiatric ward in Queen Street Mental Health Centre. Allan Ginsburg’s powerful poem HOWL also inspired me to write this. 

8. A journal account of forced drugging and brutal behaviour modification inflicted on many “psychopathic” prisoners at Oak Ridge, Ontario’s notorious maximum-security psychiatric hospital, by psychiatrist Elliott Barker and Mike Mason, one of Barker’s former patient-therapists; it’s misleadingly titled “Buber Behind Bars,” Canadian Psychiatric Association Journal, vol 13 (February 1968). The title is an insult to the late great Jewish humanist theologian and existential philosopher Martin Buber who condemned treating people, including patients and prisoners, as objects or things which is what Barker did in his “social therapy” experiments. In his outstanding 1970 book I and Thou, Buber contrasts the impersonal I-It relationship, which is common in the psychiatric and prison systems, with the personal, deeply spiritual I-Thou relationship.

9. For critiques of staff abuses of prisoners in the “Social Therapy Unit” and the “Capsule” in Oak Ridge/Penetanguishene Mental Health Centre, see Richard Wiseman. “Reflections on the Oak Ridge Experiment with Mentally Disordered Offenders, 1965-1968,” International Journal of Law and Psychiatry, vol. 18 no.3, 265-290, (1995). Re personal accounts by former Oak Ridge prisoners, see also, Eldon Hardy. “No Acquittal” In Burstow & Weitz, Eds. Shrink Resistant: The Struggle Against Psychiatry in Canada. (1988), 139-148; Roger Caron, “Psychotreatment,” in Burstow & Weitz (1988). Shrink Resistant: The Struggle Against Psychiatry in Canada, pp.136-138. 

10. See Bonnie Burstow’s scathing critique, “Oak Ridge: before and after the Hucker Report,” Phoenix Rising (October 1986.). 

11. See article, “Psychopaths made worse by program, forum told,” The Toronto Star, March 2, 1991. 

Chapter 11

Community Treatment Orders: ‘Leash Laws’ and Chemical Incarceration 
Patients discharged from mental hospitals remain under indefinite psychiatric supervision, subject to psychiatric “recall” at a moment’s notice;…they are on indefinite psychiatric probation…outpatient psychiatric slaves in the community.

Thomas Szasz, M.D. [psychiatrist] (1) 

Over the last fifty years, psychiatry has greatly expanded its spheres of influence and control over the lives of many millions of people. This is an alarming global threat; I call it called psychiatric imperialism. Psychiatric influence and power are no longer limited to total institutions such as hospitals, mental health centres and prisons. Psychiatric ideology, and in particular psychiatry’s fraudulent biomedical model, is taught in medical schools, colleges and universities, hospitals, community health centres – and throughout our communities. It’s also propagated in the courts. In both civil and criminal cases, psychiatrists are routinely awarded “expert witness” status and allowed not only to diagnose defendants’ mental states, but to predict future behaviour. This status is undeserved, for at least three major reasons: 

1. Psychiatric diagnoses are not based on empirical or scientific evidence; they are merely subjective opinions, and notoriously unreliable;

2. Psychiatric treatments prescribed for “mental illness” have high failure and patient relapse rates, and cause serious harm – and sometimes even death – minimized as “side effects”; and 

3. Psychiatrists cannot accurately or reliably predict behaviour. In particular, they have notoriously failed to predict whether defendants will commit dangerous or violent acts, including suicide and homicide. (2,3) 

Psychiatric imperialism – the expansion of psychiatry’s social control role in our communities – is ongoing, and is cause for serious alarm. It manifests itself primarily in the guise of the community treatment order (CTO), or involuntary outpatient commitment (IOC). Canada’s CTOs are prescribed by psychiatrists. In the United States, IOCs are frequently court-ordered and enforced; as of this writing, legislation permitting the use of IOCs is in place in over 40 states. These are essentially psychiatric search-and-arrest warrants; licenses to spy on and harass (“monitor”) psychiatric survivors, and forcibly drug them in the community after they’ve been released from psychoprisons, as a condition of continued “freedom.” Their use constitutes invasion of privacy, among many other human rights violations.

Recent amendments to mental health laws in Canada and the United States have given psychiatrists the power to authorize and administer not only brain-damaging psychiatric drugs (usually neuroleptics and antidepressants) but even electroshock (“outpatient ECT”) in the community, against citizens’ will. Many survivor/activists and other critics characterize these mental health laws as “leash laws.” 

In many states and some provinces, mobile teams of mental health professionals can forcibly inject people in their own homes! In the United States, these psychiatric SWAT teams are sanitized as Program(s) of Assertive Community Treatment teams (PACT); in Canada, they’re called “assertive community treatment teams”(ACTT). Obviously, the word “assertive” is a euphemism for force.

In Toronto and other major cities in Ontario, “mobile crisis teams” of psychiatric nurses and policemen ride around in unmarked police cars, targeting patients who forget or refuse to “take their meds.” Patients who resist are judged “non-compliant” and forcibly taken by ACTT or the police to a general hospital or “mental health centre,” where they’re again forcibly committed – locked up without trial or hearing. CTOs are good examples of psychiatry/state coercion: psychiatric imperialism in the name of “mental health.” 

On December 1, 2000, Ontario’s right-wing “progressive-conservative” government, headed by then Premier Mike Harris, enacted a CTO law (Bill 68) as an amendment to Ontario’s Mental Health Act – despite two years of public protest and political lobbying against the bill, mainly organized by the No Force Coalition in Toronto. Largely because of the media frenzy over three rare but widely publicized subway deaths in Toronto in the mid-1990s, psychiatric survivors (and particularly those labelled “schizophrenic”) were quickly demonized as violent and dangerous. Members of Provincial Parliament were convinced they had to take drastic action to curb all those dangerous “mentally ill” people driven to pushing citizens off subway platforms.

The shooting death of Ottawa sports announcer Brian Gordon by a psychiatric survivor labelled “schizophrenic” also triggered calls (initiated by Gordon’s wife) for a more draconian “mental health” law: a psychiatric search-and-arrest warrant called “Brian’s Law” – this is what became known as a CTO. (4) Needless to say, the mainstream media didn’t bother mentioning the well-known fact that the vast majority of “the mentally ill” are not violent. Nevertheless, the “violent mental patient” myth/stereotype persists

A CTO works like this: if psychiatric survivors have escaped from an institution, refused to show up at a scheduled doctor’s appointment, or refused to take their “meds,” this psychiatric search warrant gives health professionals and the police the authority to find and forcibly return these “non-compliant patients” to hospital, where they will be locked up for even longer, as well as being forcibly drugged and/or electroshocked again and denied. Ontario’s Mental Health Act already gave hospital authorities and the police up to thirty days to find escaped patients and force them back into the hospital, under a privision called “extended leave.” If the police, psychiatrists or hospital administrators couldn’t find escaped or “non-compliant” ex-inmates in that time, psychiatric intervention could no longer be imposed. But now, a doctor can also authorize a CTO on the suspicion that a “patient” will refuse “medication” or fail to keep a medical appointment in the community. In Ontario, a CTO is in force for six months, and can be extended or renewed indefinitely. Saskatchewan, Nova Scotia, and Manitoba also have CTOs; British Columbia has a similarly coercive regulation, also called “extended leave.” 

In 1998, the New Brunswick government officially and wisely decided not to impose a CTO law. New Brunswick is the only province in Canada where the legislation was proposed and rejected. This is the official, verbatim statement of then Health Minister Anne Breault:

I would like to take this opportunity to thank the more than 60 New Brunswickers who participated in a consultation we sponsored last week to discuss the issue of community treatment orders. Community treatment orders are a method of ensuring treatment compliance in the community. It is a tool that can be used to deal with a small group of mental health patients with challenging behaviour who often refuse to take medication, who create disturbances and serious problems for families and communities, yet who are not sick enough to meet criteria for involuntary hospitalization.  

The majority of Canadian provinces are in various stages of examining the merits of these orders. This consultation came about as a result of a request from the Schizophrenia Society of Canada to examine whether we should introduce these kinds of orders in New Brunswick.  

The day-long session brought together individuals who are concerned about the quality of life of New Brunswickers with mental health disorders. This included mental health service consumers, family members, advocacy groups, experts, service providers, corrections and policing officials, the Human Rights Commission, and representatives of the department’s Mental Health Services Division.  

The consensus from the consultation is that at this time, New Brunswick should not pursue this approach, as the number of individuals who would be affected by such legislation is small, 60 to 80 persons throughout the province. Concerns were also raised by the participants about human rights and the Charter of Rights test of the legality of community treatment orders. Therefore, the province will not be pursuing the concept of community treatment orders at this time. Instead, we will be looking at strengthening existing provisions of our Mental Health Act, improving our support to families and individuals, and enhancing assertive treatment response in the community. (5)

A few months before the Harris government enacted Bill 68, I wrote a critique pointing out that CTOs are discriminatory, repressive and unjust CTOs. Here are some revised excerpts: (6)

On April 25 of this year, Ontario’s Harris government officially declared war on thousands of psychiatric patients and survivors by targeting people labelled and stigmatized as “schizophrenic,” “psychotic,” or “seriously mentally ill.” Beginning with Harris’s election in 1995, this government has pursued a repressive, right-wing social-cleansing agenda. It has continually escalated its war against poor and homeless people struggling to survive on the street, and dismantled the Advocacy Commission established by Bob Rae’s former NDP government to protect some of the most vulnerable citizens in Ontario. Given the chance, the Commission would have provided advocates (including a number of psychiatric survivors) for many people in need, and offered free legal services to people locked up in psychiatric hospitals, general hospitals, nursing and old age homes, and institutions housing people with physical or developmental disabilities. But this vision of province-wide, systemic advocacy was too radical for the Harris government, which opted instead to pursue a scorched-earth policy that banned panhandling by poor youth (under the “Safe Streets Act”) and changed the Landlord and Tenant Act to make it easier for landlords to evict tenants who were in arrears.

It is within this socio-political context that the Ontario government enacted a package of repressive “mental health reform” laws called Bill 68, with the catchy name “Brian’s Law.” Like other mental health legislation, Bill 68 demonizes psychiatric survivors by perpetuating the common myth/stereotype of the violent mental patient, and by assuming that psychiatrists can predict violent behaviour when in fact they cannot; it also expands the powers of the psychiatrists and police. Government officials, “mental health” experts and the media still ignore the scientific fact that the vast majority (over 95 per cent) of violent crimes in our society are committed by “sane” or “normal” citizens – not “the mentally ill.” 

Many psychiatric survivors activists and other critics call CTOs “leash laws,” mainly because they authorize keeping psychiatrically-labelled people under tight control, effectively putting them on a chemical leash for months at a time and locking them up again if they’re “non-compliant.” Consider a few examples of what bill 68 authorizes:

Any physician can sign a “community treatment plan” ordering treatment for any person with a psychiatric history. This “treatment” usually entails the use of extremely powerful and disabling neuroleptic or antidepressant drugs. Both classes of drugs can cause many serious effects including brain damage, suicidal ideas or impulses, mania, sudden outbursts of violence, and death – critical information the psychiatrists routinely withhold from their patients when seeking “informed consent.” If a person does not comply with a CTO (for instance, refusing prescribed drugs), the psychiatrist or another doctor can extend a current psychiatric incarceration, or order the police to forcibly detain and return the person to any psychiatric facility where he or she will again be locked up. Appeal to a “consent-and-capacity board” is a sham because board members are not independent but government-appointed and psychiatrically biased, betraying a conflict of interest.

Like involuntary committal laws, CTOs are based on the use of threat and force. There is nothing “voluntary” about a CTO “agreement,” which both doctor and patient must sign before it’s enforced. It’s obvious that a person under a CTO will experience whatever treatment is ordered as coercive. For psychiatric patients and survivors, being asked to sign a CTO “agreement” is like having your cooperation “requested” with a gun pointed at your head – or a needle pointed at your ass while you are surrounded by a goon squad. Sign it, or else. This is blackmail.

Under a CTO, most of your life is closely and intrusively managed (“monitored”) by roving squads of mental health professionals, headed by psychiatrists, and known as “assertive community treatment” (ACT) teams. According to one ACT team member, there are now at least 50 such teams in Ontario, and Health Minister Elizabeth Witmer plans to authorize 50 more this year. Although not mentioned in Bill 68, ACT team members can act as CTO enforcers – dropping in to “visit” or “supervise” you every few days to make sure you’re taking your “meds” as ordered – and locking up you up again if you’re not. Like PACT teams in the United States, ACT members are authorized to forcibly drug you in your own home, turning your place of residence into a psych ward or prison. This alarming Big Brother development is currently taking place in several American cities.

Another section of Bill 68 gives the police even more sweeping powers than they already have under the Mental Health Act. No longer will the police have to directly witness or observe a person behaving in a “disorderly manner” and decide (actually, diagnose) whether they’re “mentally ill.” Now, they’ll just have to get a complaint from any citizen and act on it – by forcibly taking the person complained about to the nearest psychiatric facility.

The CTO in particular and Bill 68 generally discriminate against an already stigmatized, highly vulnerable class of people by targeting only those who have a psychiatric history. This is a blatant violation of the equality cause (Section 15) of the Canadian Charter of Rights and Freedoms. I hope the CTO provision will be challenged in court as unconstitutional and repealed.

The alarming widening of criteria for involuntary committal – e.g., deleting the word “imminent” in the phrase “likely to result in … serious physical impairment” – together with the use of highly subjective, vague and ill-defined wording, allows for faster incarceration and criminalization of innocent citizens on very questionable grounds.

With many other psychiatric survivors, anti-poverty and human rights activists, I’m going to fight against CTOs and Bill 68. Why? Because they directly attack our human rights, including the right to refuse unwanted psychiatric intervention and the right to control our own lives – and because CTOs greatly expand psychiatry’s social control powers into virtually every community in Ontario. A CTO/leash law is not just a psychiatric issue; it is fundamentally a human rights issue, with the potential to affect all citizens.

Psychiatric survivors, along with human rights and anti-poverty activists, will not be silent or passive. We have already held public rallies and protests this April and last November. We will continue to speak out and fight back until CTOs and other anti-democratic, repressive laws put in place by the Harris government are defeated. To an alarming extent, these laws are rapidly transforming Ontario into a police state. 

Unfortunately, appeals of CTOs are rare and usually fail. Researcher/psychiatric survivor activist Erick Fabris has found that, in the 24 Consent and Capacity Board decisions reported in Ontario, only six CTOs were revoked. And according to the government’s own Consent and Capacity Board statistics, from 2001 to 2004 only 11 CTOs were revoked or overturned, out of a total of 203 applications – 5 per cent successful appeal rate; 95% failure rate! (7,8) 

Survivor groups and allies in Canada and the United States have consistently protested against CTOs and IOCs. The statement below was faxed to the Mental Patients Liberation Alliance (MPLA), a survivor-controlled advocacy organization in New York. On August 16, 1999, MPLA held a protest and vigil in Albany, the state capitol, against New York’s Involuntary Outpatient Commitment (IOC) forced drugging law (“Kendra’s Law”) (9). In support, I wrote and sent tehis letter
Together with many other psychiatric survivors and survivor groups in Canada, I totally and eagerly support your 72-hour vigil to protest New York State’s “Kendra’s Law.” This outpatient forced drugging law is vicious, inhumane, discriminatory, and unconstitutional. It is another fascist assault on the freedom and human rights of all psychiatric survivors in New York. Our human rights include, or should include, the right to be free of unwanted psychiatric interventions. Your courage is inspiring to me and I’m sure to thousands of other survivors in Canada and the United States. Your struggle to actively resist outpatient forced drugging laws and other forms of psychiatric oppression in New York is also our struggle in Canada.

In solidarity,

Don Weitz

Co-founder, People Against Coercive Treatment (P.A.C.T.), Toronto (10)
So far, no CTO or IOC law has been repealed. There have been and still are thousands of  CTO cases across Canada and thousands of IOC cases in the United States; many are not fully reported. In fact, in Ontario some appeal hearings are being conducted by telephone – the survivor/plaintiffs are told they don’t have to be physically present at the hearings! (11) Some “appeal.” Some “justice.” Perhaps a few class-action lawsuits successfully challenging CTOs/IOCs as violations of people’s civil, constitutional and human rights will help abolish this legalized psychiatric assault, “chemical incarceration” (Erick Fabris’s apt term) and enslavement of innocent citizens in our communities. Legal victories are long overdue. The struggle against psychiatric imperialism continues.

NOTES

1.T. Szasz (2002). Liberation by Oppression, pp.122-123.

2. See J. Monahan & J. Arnold. “Violence by People With Mental Illness: A Consensus Statement.” Psychiatric Rehabilitation Journal, Spring 1996; see also, H. Steadman, E.P Mulvey, J. Monahan et al. “Violence by People Discharged From Acute Psychiatric Inpatient Facilities and Others in the Same Neighborhoods.” Archives of General Psychiatry, vol.55 no.5, (May) 1998,393-401.

3. For a classic critique of psychiatry’s alleged ability to predict dangerousness & other behaviour, see B.J. Ennis and T.R. Litwack. “Psychiatry and the Presumption of Expertise: Flipping Coins in the Courtroom.” California Law Review, Vol. 62, No. 3 (May, 1974), pp. 693-752; see also Carla McKague,"The Charter, Psychiatry and the Criminal Code,” in Health Care, Ethics and Law/Le droit de la santé, Montreal: Éditions Thémis, esp. “Psychiatric Myths,” pp.61-63; part of the National Conference "Health Care, Ethics and Law" hosted by the Canadian Institute for the Administration of Justice; http://www.ciaicaj.ca/english/publications/1990/McKague.pdf 

4. Re the complete text of the Ontario government’s Community Treatment Order, see D. Hiltz and A. Szigeti (2006). A Guide to Consent & Capacity Law in Ontario, Mental Health Act, s.33, 299-305. 

5. On November 27, 1998, the New Brunswick legislature totally and firmly rejected CTOs. Nevertheless, the following statement in New Brunswick’s Mental Health Act (1989) authorizes forced psychiatric treatment in the community; it’s similar to a  “leave agreement” in the British Columbia’s Mental Health Act where the patient does not agree.This section in the Act states,“the tribunal may make an order in writing authorizing the giving of routine clinical medical treatment without consent” for a person who is “incompetent” and “it is of the opinion that, without the treatment, the person would continue to be detained as an involuntary patient with no reasonable prospect of discharge.” See section 8.11(2) http://www.gnb.ca/0062/acts/acts/m-10/htm. Thanks to Erick Fabris for this information. Also see, “Forced Outpatient Psychiatric Drugging Stopped in New Mexico..so far,” [online] http://www.mindfreedom.org/kb/mental-health-abuse/force/outpatient/forced-outpatient-psychiatric-drugging-stopped-in-new-mexico-so-far/view. 
6. It’s titled “Fighting Words - Community Treatment Orders and ‘Brian’s Law’ ,” Canadian Dimension (Fall 2000).

7. An edited version of this article appeared as an op/ed piece in The Toronto Star (May 24, 2000).

These two studies and many others totally destroy the myth of a “mental illness”-violence connection or that “mentally ill” people are more violent than others; this myth underlies all CTOs & IOCs. J. Monahan & J. Arnold. “Violence by People With Mental Illness: A Consensus Statement.” Psychiatric Rehabilitation Journal, Spring 1996; see also, H. Steadman, E.P Mulvey, J. Monahan et al. “Violence by People Discharged From Acute Psychiatric Inpatient Facilities and Others in the Same Neighborhoods.” Archives of General Psychiatry, vol.55 no.5, (May) 1998,393-401.

8. For a comprehensive critique of CTOs as disempowering and social control techniques, see E. Fabris, (in press). Tranquil Prisons: Chemical Incarceration Under Community Treatment Orders. Toronto, Ontario: University of Toronto Press. For a recent but mild criticism, see B. Rynor, “Value of community treatment orders remains an issue” http://www.cmaj.ca/cgi/content/full/182/8/E337 (originally published in Canadian Medical Association Journal, April 19, 2010.). Re an excellent critique of state enforcement of outpatient forced treatment programs, such as the Program of Assertive Community Treatment (PACT) in the United States [similar to ACT teams in Canada], see Patricia Spindel and Jo Anne Nugent, “The Trouble with PACT: assessing the increasing use of assertive community treatment teams in community mental health,” http://www.peoplewho.org/readingroom/spindel.nugent.htm; also see, Tobi Gomery, “The Trouble With PACT: questioning the increasing use of assertive community treatment teams in community mental health,” Ethical Science and Human Services, 1999, http://www.mindfreedom.org/mindfreedom/pact.shtml) 

9. “Kendra’s Law” is a New York State law, passed in1999 and named after Kendra Webdale, who died in January 1999 after being pushed in front of a New York City subway train by a psychiatrized person in the community who sought and was refused treatment for his “mental illness.” Kendra’s death triggered this involuntary outpatient commitment law (IOC) that authorizes court-ordered psychiatric treatment, usually forced drugging. CTOs in Ontario and a few other provinces are very similar to IOCs. For an official explanation of “Kendra’s Law,” see http://www.omh.state.ny.us/omhweb/Kendra_web/Ksummary.htm. Currently in the United States, approximately 45 states have passed similarly coercive laws; they have been frequently criticized and challenged as violations of people’s civil and human rights.

10. People Against Coercive Treatment (P.A.C.T.) was a grassroots political action group in Toronto formed around 1996 to resist the Ontario government’s repressive mental health laws. P.A.C.T. no longer exists; it was succeeded in 1998 by the Ontario-based No Force Coalition which helped organize public protests against the Ontario government’s CTO law (bill 68). In a little over one year, the No Force Coalition published five critical issue pamphlets including “Ontario’s New Psychiatric Laws” (CTOs), “Electroshock Fact Sheet,” “The Miracle Drug Myth,” and “The Violent Mental Patient Myth.” (1999-2000) 
(To request copies, write to: Don Weitz, 1401-38 Orchard View Blvd., Toronto, Ontario M4R 2G3, or email: dweitz@rogers.com) 

11. Personal Communication from lawyer Anita Szigeti to Don Weitz, October 21, 2008.

Part III

Deaths/Inquests/Cover-ups

Death is an unacceptable side effect

- Frederick T. Zugibe, M.D., former New York State Coroner, 1981

When deaths caused by psychiatric drugs, electroshock or physical restraints are reported in the mainstream media, they’re usually decontextualized or sanitized as “side effects” , isoslated or rare accidents. In fact, virtually all are direct effects. For example, it’s now widely acknowledged that antidepressants such as Paxil and Prozac frequently trigger or cause suicide attempts, suicide, and sometimes homicide. (1, 2) In pharmaceutical manuals, these tragic and horrific deaths are simply listed as adverse effects or appear under “Precautions” or “Warnings.” Although hundreds of deaths from electroshock (“ECT”) have been reported, there is no mention of them in the Canadian media and rarely in the American media. (2)

Also, many deaths in psychoprisons have never been investigated or reported. In Ontario’s Coroners Act, inquests into patient deaths in psychiatric facilities are not mandatory; the chief coroner has “discretion”, the final say as to whether to call an inquest or not. Consequently, many deaths in psychiatric facilities, including mental health centres, are not fully reported or investigated – they’re covered up. However, deaths in jails and prisons are mandatory, they must be investigated and held. This is state-sanctioned discrimination, which has been challenged as a human rights violation but failed. (see Jeffrey James inquest in this chapter). Further, in Ontario, coroners are forbidden to lay blame or criminally charge people based on witness testimony or any other information arising during inquests. So no doctors and other health professionals are “held accountable.” During the last twenty years, I’ve attended approximately fifteen inquests into deaths of brother and sister survivors; at the end of almost every inquest I usually feel frustrated, misinformed, angry.

In this part, my discussion of several deaths and inquests may be somewhat painful but necessary to read–particularly when people die from psychiatry’s so-called “safe and effective treatment” while locked up in its psychoprisons, or killed in the community by the police. As citizens, we have or should have an absolute right to full public disclosure, to find out how and why extremely vulnerable and marginalized citizens such as psychiatric patients, people with disabilities, and prisoners died; to discover if staff incompetence, negligence or brutality were factors in their deaths; to learn if their deaths could have been prevented. Given these state restrictions, we rarely get the full story, the whole truth. What follows is a very small sample of thousands of human tragedies that I feel are worth sharing and remembering. 

NOTES
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Chapter 12

Deaths/Inquests/Coverups:A small sample

Do not go gentle into that good night.

Rage, rage against the dying of the light.

– Dylan Thomas, Collected Poems 1934-1953. 

Homelessness, psychiatric incarceration and psychiatric drugs have played key roles in the deaths of far too many psychiatrized people. The tragic and horrific deaths of Zdravko Pukec, Otto Vass, Mirsalah Aldin-Kompani, Edmond Wai Hong Yu, Esmin Elizabeth Green, Jeffrey James, and Sara Carlin represent a tiny but significant sample. Some were victims of psychiatric assault, medical incompetence or neglect; others were victims of police violence. Their deaths were completely preventable. Similar deaths will continue until coroners, juries, the police, health professionals, the media and the general public seriously address their root causes: poverty, racism, homelessness – and psychiatric oppression including mentalism: negative stereotypes and myths about the “violent mental patient”, and discrimination against people labeled “mentally ill.”

Aldo Alviani - Drugged to Death

The death of 19 year-old Aldo Alviani was a horrific tragedy, totally preventable. The coroner’s inquest held five months later in Toronto was a sham, another travesty of justice. I didn’t know Aldo but these are the major facts substantiated by reporters, witnesses and others during and after the inquest. 

On June 21, 1980, the Toronto police arrested Aldo twice for some minor offence or argument and took him to Humber Memorial Hospital where medical staff labeled him “agitated” and drugged him with a minor tranquilizer. Approximately seven hours later, Aldo was transferred to Queen Street Mental Health Centre. Although Aldo was “tranquilized” on admission to Queen Street at 6:30am on June 22, psychiatrists soon ordered massive and rapid doses of drugs five hours later – with no blood and urine tests ordered. According to his medical records, which a staff person leaked to NDP-MPP health critic Mike Breaugh, these are the drugs and dosages Queen Street staff forcibly administered to Aldo within the next thirty-six hours:

Saturday, June 21:

11:20 pm  75 mg chlorpromazine (Thorazine/Largactil)

Sunday, June 22:

3:20am     10 mg.  haloperidol (Haldol)  

6:30am     15 mg.  haloperidol

7:00am     15 mg.  haloperidol

8:00am     15  mg. haloperidol

8:30am     15 mg.  haloperidol

9:00am     15 mg.  haloperidol 

9:30am     15 mg.  haloperidol

10:00am   15 mg.  haloperidol

1:00pm     40mg.   haloperidol

1:30pm     15 mg.  haloperidol 

5:30pm     40 mg.  haloperidol

5:50pm     15 mg.  haloperidol

6:30pm     15 mg.  haloperidol

Monday, June 23:

1:00pm     20 mg.  haloperidol

2:00pm   100 mg.  methotrimeprazine (Nozinan)

3:00pm      20 mg. haloperidol 

3:30pm    100 mg. methotrimeprazine 

3:55pm      50 mg. diazepam (intravenous Valium)

At 5:05pm, 35 hours  after admission to Queen Street, Aldo was dead, officially pronounced dead at 6:12pm. More drugs may have been administered, since one page of the medical records on the day Aldo died is missing. Within thirty-six hours of admission to Queen Street, the staff pumped a a total of 225 mg of Haldol – the recommended maximum 24 hour dose of Haldol is 30-40 mg. Haldol is an extremely powerfuland widely-feared neuroleptic. 

At the inquest held five months later on November 3, the Toronto-based self-help, survivor-run group On Our Own was denied legal standing; no psychiatric survivors were called as witnesses to testify. After the coroner ruled that On Our Own had “no substantial and direct interest” in Aldo’s death, the group appealed this decision but lost in court. Incredibly, the coroner’s jury ruled Aldo’s death a “therapeutic accident.” Some accident, it was a coverup! Aldo was drugged to death by prescribed overdoses. In its press release and subsequent protest demonstrations against the jury’s ruling, On Our  Own made seven recommendations expressed as demands:

- All Queen Street staff responsible for Aldo’s “treatment” must resign.

- All professional staff involved in Aldo’s death be criminally charged.

- Stop all forced psychiatric drugging in all psychiatric institutions.

- Amend Section 8(5) of the Mental Health Act that gives psychiatric staff the power to chemically restrain patients.

- An independent public investigation into all psychiatric treatments in all psychiatric institutions in Ontario.

- Personal testimony of present and former psychiatric inmates and prisoners be allowed in this investigation.

- Psychiatric inmates and the public be fully informed about the dangers of psychiatric drugs.

To date, not one of these demands has been met, much less openly and seriously discussed by the Ontario government including its Ministry of Health. What a damn shame that Aldo Alviani died in vain. (1)

Zdravko Pukec – Pepper-sprayed to Death

Zdravko Pukec should be alive today, so should many other psychiatric survivors and other people pepper-sprayed or tasered by the police during the last 10 years.  Pukec, a Croation immigrant, was only 26 when he died on September 26, 1995 in Whitby Psychiatric Hospital while chemically and physically restrained. When Pukec tried to resist the restraints and police assault, he was pepper-sprayed by the Durham detachment of the Ontario Provincial Police  (OPP); they virtually stormed the psychiatric ward where Pukec was locked up after the head nurse called the OPP for help with the approval of administrator Ron Ballantyne and the ward’s ‘Big Nurse’. Pepper-sprayed and held down by two policemen who sat on his back so he could hardly breathe, Pukec died suddenly within 30 minutes. At the inquest two months later, the coroner’s jury ruled his death “accidental”, and noted “cause of death: cardio-pulmonary arrest associated with psychosis, physical restraint, positional asphyxia, exhaustion and stress due to pepper spray” (my underlining). “Positional asphyxia” is a medical crisis – the person can barely breathe or stops breathing as a result of being sat on while lying face-down. The OPP and psychiatric staff knew or should have known about this risk but obviously didn’t care.

Shortly after Pukec died and during his inquest (another government whitewash) in Whitby, I wrote this letter to The Toronto Star, it was rejected.

October 1, 1995

Editor:

The death of Zdravko Pukec, a blind “schizophrenic”, 26-year-oid psychiatric prisoner of Whitby Psychiatric Hospital was not only unnecessary but completely preventable, outrageous. It cries out for truth and justice (“Patient dies after police use pepper spray,” Sept, 28). Just how dangerous was the situation to justify psychiatric staff (“a head nurse”, according to administrator Ron Ballantyne) calling the police to help Whitby staff  “restrain” this allegedly “out of control” man? During my recent phone call to Whitby, administrator Ballantyne told me the man was “threatening other patients” but was vague re the alleged “weapon” which was not a gun or knife. Another question: Why were the police called in the first place and not the security force, which all hospitals have? Another question: Why did the police use the deadly pepper spray on an incarcerated psychiatric patient?

Pepper spray has already been implicated in at least two other deaths in Ontario during the last [ed:few] years. Since this young man was apparently healthy and died “within a matter of minutes. . .he stopped breathing” (Ballantyne’s own words), it’s reasonable to conclude the spray caused him to choke to death. Quite possibly, the spray proved particularly deadly while interacting with the psychiatric drug(s) this patient was prescribed.

The police-controlled SIU (Special Investigations Unit) is investigating the actions of the psychiatric staff and Durham police  - another conflict of interest, another coverup. Hundreds, if not thousands, of other patient deaths in psychiatric hospitals have been covered up for many years. The Ministry of Health still refuses to publish cause of death information for any psychiatric hospital in its annual “mental health” reports. Don’t expect any truth or justice during any inquest which may be called. 

Otto Vass – Beaten to Death 

It happened at 1 a.m. on August 9, 2000, in the parking lot of a 7-11 store in Parkdale, Toronto’s psychiatric ghetto: municipal police beat Otto Vass to death in less than five minutes. Three and a half minutes, to be exact. While the Vass family suffered deep shock and grief, many of us antipoverty, antipsychiatry and social justice activists were outraged. Most of us never met or knew Otto Vass but wished we had. After his death, we became aware that he’d been known to the police, and very vulnerable to police assault or arrest – mainly because he had a psychiatric history, was a recent immigrant from Hungary, and had a temper and resented authorities telling him what to do. At a public protest held in front of Toronto police headquarters at 40 College Street on August 16 (exactly one week after his death), I read my rant titled Rage For Otto Vass: (2) 

Otto Vass, you were not a label

Otto Vass, you were not a case

Otto Vass, you were not a statistic

Otto Vass, you were a troubled human being

Otto Vass, you were a loving brother and father

Otto Vass, you were targeted for death

by murderous thugs in black

Robert LeMaitre

Phillip Duncan

Nam-That Lee and

Fillipo Bevilacqua 

charged with manslaughter

who beat you to death in less than 5 minutes

outside a 7-11 store

because you were

defiant/dissident/labeled psycho

took no shit

LISTEN UP, BULLIES IN BLACK

Trained to serve-and-protect your corporate masters

Trained to serve-and-protect your asses

Trained to cover up your crimes

Target yourselves for a change

NO JUSTICE, NO PEACE

NO JUSTICE, NO PEACE

we shout, we chant

loud and strong and long

loud and strong and long

in our hearts, in our souls

we’re marchin’ together, loud and strong

up yonge along queen

up sherbourne along dundas

along college down bay

up university to queen’s park

we’re marchin’, shoutin’, together

brothers and sisters

We’re fighting for our human rights 

We’re fighting for our right to a job 

We’re fighting our right to a home 

We’re fighting for our right to respect  

We’re fighting for our right to protest 

We’re fighting for our right to be let alone 

We’re fighting for justice

We’re fighting for justice for Otto Vass 

WE’RE FIGHTING TO WIN (3)

In 2003, three years after the police beat Otto Vass to death with their expandable batons, an Ontario Supreme Court judge acquitted all four officers, who had been charged only with manslaughter, though this was clearly a brutal murder. The trial and inquest were very controversial and emotional (especially for widow Suszanna Vass and her two sons), and widely publicized. As expected, mainstream media coverage reflected pro-police and pro-psychiatry biases. The Committee for Justice for Otto Vass, an ad hoc grassroots citizens’ committee – I was a proud member – formed in late fall 2000; it closely monitored both the trial and the inquest, offered support to the Vass family and organized public demonstrations. We also issued a  press release, one week before the coroner’s jury’s verdict on November 23, 2006. Committee member Paul Kellogg wrote most of this release; I helped draft its last two recommendations. Here are some edited excerpts:

Otto Vass would have been 61 this year: the 50th anniversary of the repression of the Hungarian Revolution; the repression that led to his family immigrating to Canada. But in spite of years and years of hearings and inquiries that have happened since – there has been a preliminary inquiry, a trial, and the coroners’ inquest – there remain two widely different versions of the life, and death, of Otto Vass.

Who do you believe?

Do you believe the high-priced lawyers of the four police officers – the lawyers who received hundreds of thousands of dollars for their successful efforts to get the four police officers acquitted?

Do you believe the high-priced “expert” from the US, Dr. Werner Spitz, who testified at the trial – without having ever examined any of Vass’s medical records – that, in spite of Vass being beaten repeatedly by the officers who arrested him, that beating had little or nothing to do with his death?

Or do you believe pathologist Dr. David Chaisson, who did examine Vass’s medical records, together with his incredibly bruised body, and who concluded that repeated blows from police batons to his right thigh had released fat into blood vessels, clogging up his lungs, leading to suffocation?

And what about the ordinary working people of Toronto, the people who witnessed the events of August 9, 2000?

Desmond Bartley, a sanitation worker with the City of Toronto, testified that he had seen one of the officers strike Vass repeatedly in the neck. “I heard a gurgling sound, like ‘aaarrrrrggghhh,’” Bartley told the jury during the 2003 trial of the four officers.

Maria Bandeira, a cleaning lady who was sitting in a car just yards from the altercation, told the jury she was “just shocked” by what she saw. “Otto was on his back,” she told the jury. “His arms were above his head and a police officer had him by his wrists. I heard the police officer say, ‘Help you?’ And then he kicked him in the head.”

The Lost Witness

Amir Hameed, a neighbour who saw the events from his house down the street, told the Toronto Star: “They [the police] were beating him worse than an animal...he wasn’t fighting back at all…he was just screaming, due to the pain. He never hit an officer – they never gave him a chance, and he never tried to…. I’m kind of afraid of the police. In civilized countries, we don’t do that.”

He told this to reporters. But Hameed’s words were never heard by the jury. In one of a series of extraordinary problems during the trial, Desmond McGarry, the crown prosecutor, failed to ensure that Hameed was available for trial. Hameed was under a deportation order to his native Pakistan. A phone call to the appropriate authorities would have kept him in Canada long enough to testify. That phone call was never made.

The presiding judge lectured McGarry on the mistake, but refused to allow Hameed’s earlier testimony, given at the preliminary inquiry, to be read into the trial.

This is Justice?

The judge made other extraordinary rulings. Usually, the prosecutor presents the case, brings forward evidence, and closes, and only then does the defence lawyer introduce his or her case. But this judge allowed the police lawyers to present their case immediately after the prosecutor presented his. The effect was powerful. The prosecution’s opening remarks – which documented the injuries sustained by Vass, and the evidence of the beating he had received – was immediately buried by an hours-long speech by a police lawyer, who read into the record, in ridiculous detail, Otto Vass’s entire medical history.

The strategy was to portray Vass as a mentally unstable individual who brought the attack upon himself. And it was a strategy that clearly worked.

Remarkably, the crown prosecutor did not counter this picture of Vass by calling forward character witnesses to paint a different picture of Mr. Vass. Many of Vass’s friends, family members and neighbours had been interviewed by the press, yet were not called to testify in court.

Worse than this, Vass’ wife was actually excluded from the courtroom for much of the trial. This was ostensibly because the police lawyers were going to call her as a witness. But many felt it was simply a ploy to remove a sympathetic figure from the courtroom; someone who would have humanized Vass for the jury.

Can you imagine the hue and cry if the widow of a police officer was excluded from the trial of his accused killers? This would never happen.

Recommendations

The controversy over Vass’s death will continue. But if he is not to have died in vain, we need to insist on some basic, simple, sensible and very important changes to policing in Toronto and the rest of Ontario.

· The existing Special Investigations Unit (SIU) exists is not adequate as an oversight body for the police. It is time that there was real civilian oversight of the police, accountable to the people of the city, operating at arms length from the police.

· The Crown Attorney’s office is there to prosecute criminals. As a result, 99 per cent of its time is spent intimately cooperating with police. But this makes it completely inadequate as a vehicle to prosecute police accused of crimes. When police have been charged with crimes, we need mechanisms to try them that are not, and cannot be perceived as being, biased – in other words, mechanisms that are not intimately linked to the day-to-day work of policing.

· And what about procedures for dealing with people with psychiatric histories? Why can’t there be a mobile response team consisting of psychiatric survivor/activists, human rights advocates and civil rights lawyers – independent of the police? Such a team could be available to provide real education on these issues, and could be contacted whenever a person with a psychiatric history is arrested.

· We need a real revolution in attitudes when it comes to the so-called “mentally ill.” Too much of the defence of the police consisted of merely demonizing Vass as a “mentally unstable” danger to society. We have to insist that a person who has a psychiatric history be judged by the same standards as one who does not. Being labelled “mentally ill” should not be a death sentence.

Although the Committee was denied “standing” at the inquest, it delivered copies of this release, along with its recommendations, to the media and public. The coroner’s jury’s verdict was a copout; a sham. It was heavily influenced by testimony from biased “expert witnesses.” The jury concluded that the cause of death was “Sudden, unexpected cardiac arrest due to: acute mania [and] excited delirium, in a man with long-standing bipolar disorder; in association with cardiovascular stress resulting from violent struggle and morbid obesity.” Notice the inclusion of the bogus psychiatric label “bipolar” – a blame-the-victim ploy the jury used to sanitize and minimize the police assault that killed Otto Vass. Similarly, “excited delirium,” a phrase from the testimony of a former coroner, was interpreted as a symptom or characteristic of “mental illness.” In fact, this is not a medical condition; it actually refers to the person’s heightened emotional excitement and stress during a struggle, such as Otto Vass’s attempt to resist police assault. “Means” of death was documented as “undetermined” – a blatant lie, as the fifty-three identifiable cuts and bruises a forensic pathologist found on Otto Vass’s torso and legs during the autopsy were consistent with “blunt-instrument” beating (e.g., police batons) The jury’s twenty-two recommendations were essentially a promotion for police use of tasers (seven focused on tasers), and a whitewash of police complicity.

Civil rights and criminal lawyer Peter Rosenthal was a powerful advocate for the Vass family; he voiced well-deserved criticisms of the police. There were also some constructive recommendations submitted by the patient-controlled Empowerment Council of the Centre of Addiction and Mental Health, such as more dialogue and information-sharing between the police and “consumer/survivors.” However, this is not likely to happen, for the following reasons: 

· Police are neither trained nor encouraged to share information with citizens; least of all those they’ve already marginalized and targeted. 

· Police are not trained to engage in dialogue about – or even to acknowledge – either their biases, such as mentalism, racism and sexism, or their subculture of macho-driven aggression against groups of citizens they’ve stereotyped (“profiled”) or demonized: aboriginal people;psychiatric survivors; the homeless and poor; and African-Canadians, especially black youth. 

· Police are not trained to help resolve emotional or psychosocial crises. Rather, they’re trained to give and obey commands; their militaristic and hierarchical “chain of command” demands it. (4)

The Toronto Star rejected my November 26,2006 letter to the editor. Here are some edited excerpts: 
The coroner’s jury’s recent verdict claiming that the death of Otto Vass was mainly “due to: acute mania [and] excited delirium” linked to his “long-standing bipolar disorder” is not credible. (“Sometimes, there are no answers,” November 24). These are unproven psychiatric labels, not medical diagnoses, and there's no hard medical evidence that either can cause death. The police killed Otto Vass; the real cause of death was homicide, as lawyer Peter Rosenthal convincingly argued at the inquest…. It doesn't take a rocket scientist to connect a severe beating to the body-fat embolism/blocked blood flow to the heart and the sudden heart failure resulting in death.

To prevent similar deaths, the jury recommended the “sub-lethal” 50,000-volt Taser; eight of its twenty-two recommendations mentioned the Taser (“Police need Tasers, inquest finds,” November 24). However, the jury ignored several scientific studies showing that the Taser is not as safe and life-saving as claimed in the promotionals of manufacturer Taser International. In the last few years, Tasers have triggered more than 100 deaths in Canada and the United States. Safe de-escalating methods and educating the police on psychiatric survivor issues were also recommended by the Empowerment Council and included as recommendations. For a change, will the police start talking with and listening to psychiatric survivors and other vulnerable citizens instead of shooting their new macho weapon? I doubt it.

Mirsalah Aldin-Kompani –  Froze to Death 

These are excerpts of my article poublished in a Toronto street newspaper in 1996. (5) 
The inquest into the deaths of three homeless men who froze to death last winter ended on July 30. The three men were Irwin Anderson, a native person, Eugene Upper, and Mirsalah Aldin-Kompani, a refugee and psychiatric survivor. In spite of Coroner Murray Naiberg’s attempts to prevent testimony on homelessness and the housing crisis in Toronto, the jury asserted that homelessness was a major cause of the three men’s deaths. To its credit, the jury recommended more affordable and supportive housing; a similar recommendation had been made ten years ago during the inquest into the death of Drina Joubert, whose frozen body was found in a van in Toronto’s “Cabbagetown” neighbourhood. However, very little affordable housing has been built in Toronto, and the rate of homelessness continues to rise. (See Edmond Yu below.) 

Mirsalah Aldin-Kompani was only 41 years old when his emaciated body was found lying beneath the Gardiner Expressway on February 1, about two weeks after he froze to death. The police completely lost track of Aldin-Kompani and couldn’t locate any relatives during the two and a half years leading up to and following his death, despite the fact that he had spent some of that time in at least one hostel and one hospital.

Mr. Aldin-Kompani had several strikes against him: he was a psychiatric patient stigmatized with the diagnosis of “paranoid schizophrenia”; he was a refugee from Iran; he had a criminal record; and he was homeless and poor.

Perhaps the most biased, incompetent and unethical treatment Aldin-Kompani suffered was at the hands of Dr. Stephen Stokl, a psychiatrist at York County Hospital in Newmarket. Stokl arrived at the inquest armed with his own lawyer (and was the only witness to do so). Stokl testified that he had seen and treated Aldin-Kompani during two brief hospital stays, in December 1992 and January 1993.

Stokl initially diagnosed Aldin-Kompani with “schizophrenia,” mainly on the grounds of “unkempt” physical appearance, “guardedness,” and “withdrawn” behaviour. The characterization of  these perceived traits as “symptoms” of schizophrenia reveals more about Stokl’s own class bias than it does about Aldin-Kompani’s problems. In January 1993, during Aldin-Kompani’s second brief stay in York County Hospital, Stokl changed his diagnosis to paranoia, or delusional disorder, which he described as an “ongoing level of heightened suspiciousness.” Aldin-Kompani had suffered persecution in Iran; this was one of the main reasons for his immigration to Canada in 1991. How could he not have been suspicious of authorities?

During this second stay, Stokl treated Aldin-Kompani but refused to admit him, because he erroneously believed him to be “abusing the welfare system” and thought he was “an illegal immigrant.” Stokl referred Aldin-Kompani to Porter Place, a men’s hostel in Newmarket. During his few weeks there, Aldin-Kompani quickly “deteriorated”; he refused to eat, claiming the food was “poison”; refused to come out of his room; allegedly threatened hostel staff; and allegedly once hit a dog with a shovel. Unable to handle this large man (he stood over six feet tall and weighed more than 200 pounds), the staff called the police – who brought him back to York County Hospital for his third and final visit.

At that time, Aldin-Kompani said he wanted to be treated in hospital. After reading the notes written by Stokl in his medical chart, psychiatrist Kathleen Brooks refused to admit him, concluding that he was “just looking for a place to stay.” Brooks referred him to Seaton House (a notorious men’s shelter in Toronto), but failed to provide a hospital staff member or social worker to accompany him to the 500-bed facility, located more than 40 miles away. Not surprisingly, there’s no record of Aldin-Kompani at Seaton House. No social worker, no mental health professional, and no police officer had any contact with him until two and a half years later, when his frozen body was found under the Gardiner Expressway.

During his inquest testimony, Dr. Stokl couldn’t recall details or reasons for arriving at his conclusions about Aldin-Kompani. Out of “civic concern,” Stokl said, he wrote to Canadian immigration authorities in Ottawa about Aldin-Kompani. The police, too, suspected Aldin-Kompani of being an illegal refugee; Canadian Immigration, however, attested to the fact that he had  “convention refugee” status. Although copies of Stokl’s correspondence with Immigration appear in Aldin-Kompani’s medical records, Stokl refused to divulge Immigration’s reply, citing “personal confidentiality.” It’s uncertain whether Stokl ever obtained Aldin-Kompani’s consent for this correspondence, or if Stokl even bothered to inform Aldin-Kompani that he had written to Immigration authorities about him.

Given the fact that intimidation and coercion are inherent in institutional psychiatric treatment, it is doubtful that Aldin-Kompani’s consent, if sought at all, could have been truly voluntary or informed. This is just one more instance of systemic psychiatric abuse and neglect – more damning evidence of the ever-widening cracks and gaps in Ontario’s “mental health system” and  “social safety net.” 

By refusing to treat Aldin-Kompani for reasons having nothing to do with medicine, psychiatrists Brooks and Stokl acted unprofessionally and unethically. By reporting his patient to Canadian Immigration authorities, Stokl acted irresponsibly and unscrupulously. Stokl admits he really didn’t know much about Aldin-Kompani or his culture; he apparently didn’t try to educate himself about native culture and issues either – particularly Canada’s long history of systemic discrimination and genocidal policies against the First Nations. And Stokl was entirely ignorant of cultural/racial factors in psychiatric diagnosis and treatment.

As a legal refugee, Aldin-Kompani had every right to government assistance such as welfare or family benefits, as well as competent medical treatment. Unsolicited reporting or writing to any government official by a physician about a patient, especially without valid consent, is neither a medical responsibility nor a “civic duty.” Stokl was not only guilty of conflict of interest, but in fact threatened the liberty and security of his patient. Stokl violated Aldin-Kompani’s legal rights, not to mention the principles of medical ethics, including the Hippocratic Oath. For his blatantly unprofessional and corrupt conduct toward Aldin-Kompani, Stokl should have been reported to the Complaints Committee of the College of Physicians and Surgeons of Ontario. Unfortunately, this never happened. (5)

Edmond Wai Hong Yu – Shot to Death

Nine Years after the death of Edmond Yu on February 20, 1997.
[image: image2.jpg]



Come gather in Memory of Edmond Yu

Monday, February 20, 2005 12.00 pm Noon

at

The Grange Park
(behind the Art Gallery of Ontario, entrance from Beverley Street or McCaul Street/The Grange, between Queen Street West and Dundas Street West)

Edmond, a Chinese-Canadian, was homeless and a psychiatric survivor.

He was shot by a police officer in a bus.

Help to keep the Memory of

Edmond Yu alive, so others can live!

– poster, Toronto, 2005.

It’s been more than thirteen years since the Toronto police shot and killed Edmond Yu. I wish I had met Edmond, because some of his brother survivors and friends, as well as community workers who knew him, have described him as very gentle, peaceful and spiritual. Edmond practiced Buddhist teachings and philosophy and was at one time a medical student at the University of Toronto.

However, Edmond was also very troubled. He was homeless. Some years earlier, he had escaped from Toronto’s notorious Clarke Institute of Psychiatry, where he was forcibly drugged and locked up. Shortly before Edmond died, Bob Rose, a dedicated outreach community worker with the Parkdale Activity and Recreation Centre (PARC), tried to help him find a room after a landlord evicted him; others rejected his attempts to find an affordable place to live.

On a cold winter day – February 20, 1997 – Edmond somehow got into an argument, and slapped a woman. A streetcar driver then called the police; shortly before they arrived, Edmond entered a deserted Toronto Transit Commission bus at the foot of Spadina Avenue. There, three policemen confronted him and asked him to drop a small ceremonial hammer he was holding in one hand. Edmond refused, taking a half-step forward. He never physically threatened the police, or even said anything to them. Although backed up by two other policemen, Lou Pasquino (he later testified) “felt threatened,” and fired three shots at almost point-blank range – approximately five feet away. Edmond died almost instantly. 

Many members of the Chinese Canadian National Council voiced considerable concern and anger over his death; so did many housing advocates, social justice activists and psychiatric survivors at PARC, where Edmond had sometimes dropped in, and where he had felt accepted. During the ten-week inquest that began on February 1, 1999, many of us held demonstrations and press conferences in front of the Coroner’s Court, protesting this grotesque incident of lethal police violence as well as the lack of affordable housing for homeless psychiatric survivors like Edmond. On April 16. 1999, the Coroner’s Jury ruled Edmond’s death a “homicide [caused by] gunshot wounds to the head and neck.” Of its twenty-two recommendations, two specifically urged the building of “safe houses,” and were addressed to the Ministries of Health and Community and Social Services. So far, not one “safe house” has been built in Toronto. However, a large rooming house destroyed by fire some years has  renovated and named Edmond’s Place. Three other jury recommendations urged the development of a mandatory five-day “conflict resolution course” for all police officers. So far, there is no such course, although two psychiatric survivor/rights advocates have spoken on “mental health” issues as guest lecturers at the C.O. Bick Police College in Aylmer, Ontario.

Edmund Yu’s Spirit Lives 
What follows are edited excerpts from my unpublished report on the third public memorial for Edmond Yu. 

Today, Friday February18, 2000, more than 30 people gathered in sub-zero weather in Grange Park to remember the tragic death of Edmond Wai Hong Yu. This was the third straight year of the Edmond Yu Memorial; it probably won’t be the last. 

Today’s memorial was organized by Heinz Klein, a good friend of Edmond’s and a talented community activist, songwriter and musician. Heinz sang his powerful song “My Name Is Yu.” This was followed by several moving tributes from others, including PARC outreach worker Bob Rose; Rick Sinn, Coordinator of the Toronto chapter of the Chinese-Canadian National Council; Erick Fabris, co-organizer of the Queen Street Patients Council and of the No Force Coalition; and street nurse and housing advocate Cathy Crowe, co-founder of the Toronto Disaster Relief Committee. 

I read excerpts of “Nameless/Homeless,” my rant-in-progress dedicated to the spirit of Edmond and the many other homeless psychiatric survivors who have died and will die on Toronto’s mean streets: 

Edmond, you didn’t die

you were murdered

murdered by shrinks

murdered by goons-in-white

murdered by libellous labels like

“paranoid schizophrenic”

“psychotic”

labelled for life

targeted like a Jew in the Holocaust

lobotomized by Haldol

you resisted and escaped

the Clarke psychoprison

your rebellious homeless spirit in hand

Yu murdered by racist NIMBY landlords

Slamming/banging doors in your

beautiful Buddhist face

throwing you out

along queen street in parkdale

with Bob Rose at your side

advocate-friend-witness to

more crimes against your humanity

our humanity

(where the fuck has it gone?)

Yu murdered by macho cops

“special constables” armed with special treatment

eager to pepper-spray-and-taser you to death

eager to label/libel you for life

“loon”

“loony”

“crazy”

“mental”

“psycho”

“schizo”

eager to harass the hell out of you

because you look/sound/act

weird

oriental

poor

different

NOT ONE OF US 

Yu murdered by Lou Pasquino

one of toronto’s finest racist cops

who libelled you “nutbar”

then carried out his final solution

shooting 3 bullets 

into your holy/homeless body

lying at your inquest

swearing you “threatened” him

for chrissake

while you were peaceful

holding a small hammer

and taking only a half step

when his finger pulled the trigger

5 feet from your

beautiful buddhist body

protected by 12 layers of clothing

while Pasquino is protected by 

57 racist/fascist divisions.

ordered to murder more of Yu

ordered to murder more nameless/homeless

ordered to murder more survivors

who sound/look

weird

funny

dangerous

ordered to get more target practice

ordered to target more of Yu

ordered to serve-and-protect themselves

Yu murdered by

LABELS

STEREOTYPES

STIGMA

IGNORANCE

INDIFFERENCE

SILENCE

HATE

LAWS

POLITICIANS

LIBERALS

TORIES

NIMBY YUPPIES

SOCIAL WORKERS

WELFARE WORKERS

PSYCHOLOGISTS

PSYCHIATRISTS

POLICE

MY NAME IS EDMOND WAI HONG YU

I tried like hell

died fighting fascist cops and shrinks

died fighting racist landlords

yeah, that’s who I am

I’m your comrade, your brother

don’t forget me, don’t forget

WE CAN’T,WE WON’T FORGET YU

NEVER! (6)

 

Esmin Elizabeth Green – Ignored and Neglected to Death

This is an edited media release I drafted  in Toronto on July 23, 2008: 

VIGIL IN TORONTO TO MOURN THE LOSS OF ESMIN ELIZABETH GREEN AND CONDEMN PSYCHIATRY’S HUMAN RIGHTS VIOLATIONS

Date:  Friday, July 25, 2008

Time: 1pm

Place: Centre for Addiction and Mental Health, 1001 Queen Street West 

This vigil is being held to mourn and memorialize the tragic death of Esmin Elizabeth Green.  Similar vigils are being held on this date in other cities, including New York and Cork, Ireland.

On June 19, 2008, Ms. Green died a tragic, horrific and totally preventable death. She died of medical neglect and lack of care, compassion and respect, in the Kings County Hospital Center’s Psychiatric Emergency Room in Brooklyn, New York. Ms. Green was 49, poor and black, and about to lose her home – extremely vulnerable. For 24 hours, while she was waiting for a bed, no doctor, no nurse, no security guard, nobody offered to see or help her – she was totally ignored and alone. While waiting quietly in the emergency room, she collapsed to the floor and lay there for almost 1 hour before hospital staff approached her. Lying motionless, face down on the floor – she was already dead. According to the New York Civil Liberties Union, hospital staff falsified documents, stating that Ms. Green was “up and went to the bathroom” and was “sitting quietly in the waiting room” – more than 10 minutes after she last moved. A surveillance tape played on CNN Video clearly shows Ms. Green dropping to the floor, her body convulsing as she lay dying and as several people walked past and ignored her. Because of considerable publicity and public outrage, investigations into her death and Kings County Hospital have been launched. (7)

The death of Esmin Elizabeth Green highlights a few of the disturbing facts of “modern” psychiatric and hospital “care”:  Like many other people labeled “mentally ill” and a “visible minority,” she had been abused and discriminated against, ignored and neglected in the psychiatric system. Like many other vulnerable psychiatric survivors, Ms. Green was also re-victimized and re-traumatized in the emergency room. Like many other psychiatric survivors and other vulnerable, marginalized people, Ms. Green came to a public hospital looking for medical care but was again ignored and neglected. She was understandably “agitated,” depressed and desperate, given the fact that she was faced with simultaneously losing her home and her job. 

Deaths from medical neglect, indifference and psychiatric abuse – including the use of forced drugging, electroshock, physical restraints, and daily humiliation or “degradation ceremonies” – are all too common, not only in New York but in virtually all major cities in North America, including Toronto. Several staff members at Kings County Hospital cruelly and willfully violated Ms. Green’s human rights, including her right to timely and essential medical care, her right to dignity, and her right to respect.

Some of us psychiatric survivors and social justice activists will be speaking out against such human rights violations, which too many of us have ourselves experienced in the Canadian psychiatric system.

This vigil is co-sponsored by Resistance Against Psychiatry, the International Campaign to Ban Electroshock (icbe.wordpress.com), We the People (www.theopalproject.org/vigil.html), and The Opal Project www.theopalproject.org (8)

NOTES
1. For a detailed report and press release of Aldo Alviani’s death, see “The Death of Aldo Alviani,” Phoenix Rising vol.1 no.3 (Fall 1980), inside front &  back covers; see also, “Aldo:the inquest and after,” Phoenix Rising, vol.1 no.4 (Winter 1981), pp.5-8.  

2.The complete rant is unpublished mainly because I keep revising it. 

3. The four Toronto police officers named in the rant were charged in the beating death of Otto Vass and acquitted of manslaughter in 2003.

4. Committee member Paul Kellogg wrote most of this release; I helped draft its last two recommendations.

5. The full title is “Mirsalah Aldin-Kompani and Dr. Stephen Stokl - Death, Testimony and Inquest: A Critique.”  Published in The Outreach Connection (a street newspaper),August 28, 1996. It’s slightly revised. Reprinted with permission.
6. Excerpts of my rant were included in The Edmond Yu Project produced and performed by the Friendly Spike Theatre Band in Toronto in September 2007. To date, fourteen Edmond Yu memorials have been held in Toronto. 

7. See online video, “Tape shows woman dying on waiting room floor”  http://www.cnn.com/2008/US/07/01/waiting.room.death/index.html. 

Chapter 13

In Memoriam

I am devoting this chapter to a few survivors and social justice activists who have helped energize my activism and inspire me. I owe them and many other brothers and sisters  a lot. No survivor or activist can struggle and achieve victories alone. Wherever we are, whatever the issue, whatever the fight, we need each other – we need solidarity – in the struggle against psychiatry and for human rights and social justice Although the activists I discuss in this chapter have died, for me they are spiritually alive.

When psychiatric survivor and street worker Harvey “Alf” Jackson died in 1997, I lost a soul brother and comrade. 
Harvey (‘Alf’) Jackson

Do not go gentle into that good night,

Old age should burn and rage at close of day;

Rage, rage against the dying of the light.

– Dylan Thomas [poet], “Do Not Go Gentle Into That Good Night,” written in 1951 to commemorate the death of his father. (1)

On July 14, 1997, at the age of 73, Harvey Alfred Jackson died of cancer. For 25 years, Alf was the brother I never had. Widely respected as an outstanding street worker with a heart of gold, he’d been a living legend among community workers in downtown Toronto and in the Cabbagetown neighbourhood: a unique and courageous street person, fiercely committed to society’s marginalized and oppressed.

The previous January, Dr. Barreca of St Michael’s Hospital clinic told Alf he had incurable stomach cancer. “I’m gonna fight this,” Alf told me. For almost seven long and painful months, he did fight, bravely. But he didn’t have a chance – the cancer was racing through his body too fast. Much of the time he suffered agonizing pain, partly relieved by heavy doses of morphine. Alf’s struggle was heroic and awe-inspiring.

To those closest to him, he gave the gift of allowing us to care for him and to share with him our deep love and respect as he lay dying. A small support group had spontaneously come together: a core group of loved ones – including his niece Beatrice; buddies Scottie and Angus; Woody, who ministered to him faithfully; neighbours Fred and Jimmy, and myself – plus dedicated Victorian Order nurses and a homemaker. Dr. Barreca called regularly.

We’d take daily shifts caring for and comforting Alf; somebody was always with or near him. Hettie, his dear friend of fifteen years, would feed him his favourite soft candies, cradle him, and sit quietly beside his bed for hours at a time. I’d bring him black coffee and just sit and talk, listen, reminisce. Beatrice would sometimes stay overnight.

As he grew weaker and more fragile, we helped him to the bathroom. We’d lift him and prop up his head and swollen feet, pour out a can of Ensure (a nutritious prescription “milkshake”) for him; he couldn’t eat any solid food during the last months. Sometimes, when Hettie and I couldn’t bear to look at Alf’s cadaverous face or feel his skeletal arms reaching up to hug us, we would have to leave the room and cry.

During the final month, we knew he could die anytime, and so did he. We made sure he had decent home care and loving support. Too many people have neither. Alf died as he had wished to: in his own bed in his bachelor apartment, surrounded by close friends and relatives.

I’m writing this tribute to Alf because he had no obituary, because I want the world to know what it lost, because I want people in Toronto and across Canada to know just how special he was and why we should celebrate his life, because I don’t want him to be forgotten. Toronto Star feature writer Judy Steed won’t forget. Four years before his death, she interviewed Alf; in a front-page article, she called him “an unsung hero dedicated to outcasts.” Former Toronto Mayor Art Eggleton should also remember; he officially recognized Alf’s volunteer work with a special plaque. It was hanging in Alf’s room when he died.

Alf was a community lifeline; a fearless and committed advocate for hundreds of poor, unemployed, homeless people and psychiatric survivors, whose lives he respected and touched. For almost forty years, Cabbagetown was his world. He wouldn’t leave it for anything or anybody. Fearless and proud, Alf walked the streets of his turf – frequently at considerable risk. He was mugged at least once, and took his share of sucker punches – but he never backed down. Alf gave of himself endlessly, and to so many: old, homeless people; the disabled, lonely pensioners drinking to forget their pain; veterans like himself. He knew hundreds of people by name, and they knew and respected him, and affectionately calling him “Jackson.”

During World War II, Alf had gone overseas with the Canadian Army. He returned with the rank of sergeant-major – and deep emotional scars. His marriage eventually fell apart. Within one two-month period, his son Harvey Jr. died from heart problems and an older brother died of cancer. Deeply wounded, Alf did not let these crises defeat him; he threw himself into his work. In the mid-1980s, he was a street worker with the Anchorman Project, run out of the Fred Victor Mission; he helped his people by listening to their problems, talking with and advocating for them, and referring them to other services. He was unbelievable – a roving one-man social agency.

For years, on his own, Alf walked the dark side streets and alleyways by night, trying to prevent another death from booze or a drug overdose. He’d call a cab or take the person to a detox facility, emergency ward or shelter. Sometimes he’d ask me to go with him; I never refused. I always learned from Alf. Until December 1996, he was volunteer superintendent at Metro Housing’s William Denison Building – his last home. Alf worked virtually day and night, frequently alone. Whenever I urged him to slow down, he’d get upset and say I didn’t understand. And he was absolutely right: It was the responsibility of looking after other tenants, and their love for him, that helped keep him alive. It gave his final years meaning and purpose.

Alf’s spontaneous acts of compassion and generosity were legendary, from giving away his umbrella to a woman trudging soaked in a heavy downpour to letting homeless people store bags of possessions in his small apartment when shelters were full, and making sure “bag ladies” – confused and alienated homeless women recently released from Queen Street Mental Health Centre or the Clarke Institute of Psychiatry – made it to caring, supportive women’s shelters like Nellie’s and Streethaven. And he always followed up – he didn’t have to be reminded. One of his top priorities was visiting the sick, especially veterans; he’d frequently drop in to cheer up four or five old wartime buddies a day at different hospitals; for a number of them, it was Alf who made their funeral arrangements.

Alf’s Christmas dinners were something special. For at least ten consecutive years, on Christmas Day, he would lovingly cook a sumptuous turkey dinner for thirty in the old oven in his bachelor suite. He barely slept on Christmas Eve, busy preparing for the feast. Christmas morning, he’d carve up big slabs of meat; lay them carefully on paper plates; scoop up mounds of mashed potatoes, which he’d lace with a large helping of his own special gravy; maybe throw in a spoonful of peas; and add a huge dollop of cranberry sauce. “Give ’em lots of cranberry sauce, Don,” Alf-the-chef would order. Then he’d tell me where to deliver this moveable feast: “Take this to John in 306. This goes to Scottie in 706. This is for Mike in 409. Take this to George in 905…” Carefully holding plates laden with food and redolent with delicious aromas, I’d walk to the designated rooms. In each one, a lonely man or woman with nowhere to go for the holiday eagerly awaited Alf’s Christmas offering. What a treat to see their faces light up at the sight! Alf knew all of these lonely, hungry people, and to each of them he brought the real message of Christmas: giving with care, with spirit, with love.

Alf was especially understanding and giving to psychiatric survivors. Back in the 1950s or 1960s, he had been locked up and seriously abused in a number of psychiatric hospitals. His alcoholism was improperly treated at Whitby Psychiatric Hospital. And in a dungeon-like basement in Toronto General Hospital, he was forcibly treated with insulin shock; the “hungry horrors,” he called it – another experience we shared.

I liked Alf from the first time we met, at the Dundas Day Centre (later named Central Link), Queen Street’s satellite outpatient clinic. A patient in the therapy group I ran together with nurse Sharon Ridgley, Alf stood out as a leader: very sharp, intuitive, sensitive, persuasive – a no-bullshit person who could spot phonies and con artists a mile away. I liked his direct, no-nonsense attitude and shared his loathing of psychoprisons.

I still vividly and proudly recall the hot and humid evening of August 9, 1977, when Alf, Bob Carson and I organized On Our Own, the first self-help group of psychiatric survivors in Ontario. About 150 people crowded into a room in All Saints Church that the late Reverend Norm Ellis allowed us to use for free. We had spent a couple of weeks publicizing the first meeting of what we hoped would be a group by and for people like us, who had been locked up and abused in Queen Street, “Penetang” (Penetanguishene Mental Health Centre), the Clarke Institute of Psychiatry, and other psychoprisons. Psychiatrists and the media labelled us “psychiatric patients” or “former mental patients” – we just called ourselves “ex-patients” or “ex-inmates.” A few years later, some of us, including Alf, started using the consciousness-raising term “psychiatric survivors,” to call attention to the abuses and injustices we were – and still are – subjected to under the guise of “mental health care.” 

That founding meeting was loud, emotional and empowering. Person after person stood up and declared why they had come, giving gut-wrenching personal accounts of forced drugging, electroshock, physical restraints, solitary confinement, despair. I talked about the Mental Patients Association, the first self-help group of psychiatric survivors in Canada, founded in Vancouver in 1971, and its open “participatory democracy” structure, which I recommended as a model for Toronto. As more people spoke up in favour of founding this group, I could feel the energy spreading throughout the room. Then Alf stood up and shouted, “Let’s call ourselves the Ontario Mental Patients Association.” Cheering and applause erupted. We hugged each other; some cried with joy and hope.

Some years later, we changed our name to On Our Own, to reflect our many achievements and our growing sense of, and need for, independence and freedom. For the first two years, having no government funding, we managed a flea market booth – thanks to Alf’s strong initiative. In my pickup truck, Alf and I would drive around rich neighbourhoods, such as Rosedale and Forest Hill, to pick up usable items people had thrown out as garbage, load up the loot, and haul it to our booth. We made extra money picking up scrap metal. Alf coordinated both operations.

At the end of two years, working only on weekends, On Our Own members had earned about $15,000! We used most of this to open a used goods store called the Mad Market –  the first store in Canada completely staffed and managed by psychiatric survivors. Our first treasurer was Carla McKague, mental health lawyer and co-founder of Phoenix Rising, Canada’s antipsychiatry magazine (see Chapter 15).

Alf not only conceived the idea of a self-help business, but personally trained and encouraged more than a hundred survivors to work in the booth and market, to “make some money for ourselves.” People whom “rehabilitation counsellors,” “industrial therapists” and “occupational therapists” had given up on were now starting to learn practical, marketable business skills like stocking inventory, meeting customers, and selling goods.

Take the incredible example of “John,” one of our original members. During his first two months with the group, John would not say a word to anybody. Psychiatrists would have labelled him “catatonic” or “schizophrenic.” Then Alf asked him to help out at the flea market. Within a few days, John was talking not only with Alf, but with strangers stopping by the booth; later, he took responsibility for the cash box. Since leaving the group, John has worked full time for an electronics company.

John was just one of many people Alf helped regain the priceless gift of self-respect. Thanks to Alf, a number of people on welfare or disability allowance found the courage and self-confidence to apply for and find jobs. Without him, there would have been no flea market booth and no On Our Own. (Unfortunately, the On Our Own drop-in closed in 1996.)

Alf once saved my life, about a year before On Our Own was born. I was recently divorced, hadn’t had a job in two years, and was still trying to recover from the tragic death of my son David from a cancerous brain tumour four years earlier, when he was only nine. I was suicidal. Alf offered to stay with me for several days. I accepted his spontaneous, loving and lifesaving support. Just by listening and being with me, Alf convinced me not to jump onto the subway tracks, which was what I had planned. If he had not stayed with me, I would either have killed myself or ended up drugged or electroshocked after being labeleld depressed or psychotic at the Clarke or Queen Street. That’s when Alf and I became soul brothers.

A few days after Alf died, I revisited his world, walking past All Saints Church and heading for 310 Dundas Street. I still see Alf standing on the northeast corner of Sherbourne and Dundas. He greets me with a big warm hug: “Good to see you, old friend. How are ya? C’mon, let’s have a coffee. I gotta talk with you, just you and me.” 

Norm Feltes

My poem “Walking Tall” was inspired by Ontario Coalition Against Poverty (OCAP) activist and university professor Norm Feltes. Norm died in 2000, a few weeks before the police riot on June 15 in Queen’s Park in Toronto. Although I did not know Norm well, I marched with and respected him. In 1999, Norm had been arrested and briefly jailed after peacefully marching up Parliament Hill in Ottawa during another antipoverty protest organized by OCAP. I dedicate this poem to Norm’s family and to OCAP. (2) 

Walking Tall 
i miss you

OCAP brother, freedom fighter

i see you marching

along Dundas, along College

up University

i see you walking tall 
like a towering oak tree

on Parliament Hill

unafraid of riot cops

dressed in fascist black

armed with clubs and guns

and pepper spray

attacking and arresting you

while i hear myself

scream out, “No, not Norm!”

i hear you, i feel you

comforting us,

imagine you saying

“don’t be afraid

share my strength

feel my spirit”

moving inside me

inside OCAP

as we stand up and fight back

through my fears of injury and death

as i shout out hope

for freedom

for respect

for dignity

for justice

for solidarity

as i try walking tall like you

for all of us, for OCAP

i know, i feel you

you’re with us

in struggle and solidarity

in Allan Gardens

in Queen’s Park

on Parliament Hill

in the street

everywhere and always

Judi Chamberlin

I wrote this tribute to Judi Chamberlin and sent it her partner Marty Feldman, requesting he read it at her memorial held in Boston on February 22, 2010.  Hde thanked me. (3)

The death of Judi Chamberlin is a huge loss to the psychiatric survivor, Mad Pride, and disability rights movements. She was 65, and died at home on September 16, 2009.

Together with her family, thousands of friends, activists and survivors are mourning her death and celebrating her life. Judi was an immensely talented and dedicated activist, a fearless advocate for the civil and human rights of people labelled and stigmatized as “mentally ill.” 

Her 1978 book On Our Own: Patient-Controlled Alternatives to the Mental Health System is a movement classic. It demystifies “mental illness,” validates the growing self-help movement based on independence and self-empowerment, and continues to inspire thousands of psychiatric survivors and activists around the world. In her book and at public lectures, Judi spoke out against “sane chauvinism” or “mentalism”: the common and erroneous belief that “mentally ill” people are incompetent, incapable of making decisions for themselves, unpredictable, and violent. At the same time, she strongly urged survivors to take control of their own lives and organize.

On Our Own adopted her book title as its name. Judi first came to Toronto in the early 1980s to offer valuable support to our members; she gave an immensely empowering and inspiring talk at our drop-in. In the early 1970s, she helped start the Mental Patients Liberation Front (MPLF) in Boston. She was empowered and inspired by Vancouver’s Emotional Emergency Centre, and helped support the Mental Patients Association, the first self-help group of psychiatric survivors in Canada. 
With several of us survivor/activists, she proudly participated in a number of nonviolent civil disobedience actions, including anti-shock protests in the states of New York and Vermont and demonstrations against forced drugging and Big Pharma in Boston and Philadelphia. A leader in the psychiatric survivor liberation movement, Judi was a keynote speaker and resource person at several annual Conferences for Human Rights and Against Psychiatric Oppression, including the tenth conference held in Toronto in May 1982.

Judi was also Director of Education at the National Empowerment Center in Massachusetts. She helped establish the Ruby Rogers Drop-in Center in Boston; was a consultant on Survivor Perspectives at Boston’s Center for Psychiatric Rehabilitation; and served on the board of directors of the National Association for Rights Protection and Advocacy (NARPA). She gave inspiring public lectures in Toronto in the mid-1990s and in 2002, and was a featured speaker at national and international conferences in several European countries. During the last ten years of her life, Judi was particularly active in trying to unite the psychiatric survivor and disability rights movements, which share several basic issues and principles. She authored the groundbreaking and empowering report From Privileges to Rights: People With Psychiatric Disabilities Speak For Themselves for the U.S. government’s National Council on Disability. 

For her outstanding work, Judi won several awards, including the Distinguished Service Award of the President of the United States, (National Council on Disability, 1992; the David J. Vail National Advocacy Award (Mental Health Association of Minnesota, 1995) and the N. Neal Pike Prize for Services to People with Disabilities (Boston University School of Law, 1995).

Judi Chamberlin spoke truth to power. She left us a rich legacy of advocacy, resistance and pride. Her spirit lives on. 

NOTES

1. This article on “Alf” was published in Canadian Dimension (January-February 1998); it’s very slightly revised. A shorter and edited version titled “Ode to a friend and lifesaver” was also published in NOW magazine (August 14-20, 1997). Slightly revised. Reprinted with permission.

2. “Walking Tall” was published in the OCAP Publication #3, They Call It Struggle For a Reason (Fall 2000). Reprinted with permission. Re the police riot in Queen’s Park on June 15, 2000, see “Detailed Report” by Norm Feltes and many other eyewitness reports http://photosc.msspro.com/citizen/june15.htm#neil; see also, http://www.youtube.com/watch?v=0jKn3HJ8go8
3. I slightly revised my tribute to Judi Chamberlin to correct two inaccuracies. For several other tributes, see http://www.narpa.org/chamberlin.htm; http://judi-chamberlin.virtual-memorials.com; http://www.power2u.org/judi-chamberlin.html.
To read “From Privileges to Rights,” which Judi helped draft, see http://www.ect.org/from-privileges-to-rights-people-labeled-with-psychiatric-disabilities-speak-for-themselves.

Part IV Resistance
Fighting back against coercive and harmful psychiatric procedures such as forced drugging, electroshock, involuntary committal, outpatient forced drugging or community treatment orders, locked wards, solitary confinement (“locked seclusion”) is not strange or new for many survivors and activists. Approximately 150 years ago in Illinois in the 1860s, Elizabeth Packard was “railroaded into a state mental asylum by her sexist Calvinist husband…when she… protested her incarceration” the superintendent banisher her to the “vilest, dirtiest, coldest portion of the basement in the institution in the company of the most disturbed and neglected inmates.” (1) In the 1940s, several psychiatric patients locked up in Rockland State Hospital in New York came together for mutual support, which was an incredible act of courage and resistance. They called themselves We Are Not Alone (WANA). (2). Twenty-eight years later in 1971 in Vancouver, B.C., a number of psychiatric survivors started the Mental Patients Association that included a crisis centre/drop-in, and a few houses, practiced and promoted participatory democracy at general meetings. A year later, MPA began publishing In A Nutshell,the first survivor-run newsletter in Canada;it featured personal stories of psychiatric abuse, criticism of the psychiatric system, survivor resistance and alternatives.

What is sometimes called or referred to as the Psychiatric Survivor Liberation Movement – originally called Mental Patients Liberation Movement  - is a grassroots civil rights/human rights movement by and for people labeled “mentally ill” and human rights activists. Today, it consists of several broad-cased coalitions such as MindFreedom International (MFI), the European Network of  Users and Survivors of Psychiatry (ENUSP), the World Network of Users and Survivors of Psychiatry (WNUSP), the International Association Against Psychiatric Assault (IAAPA), and the Coalition Against Psychiatric Assault (CAPA). Two top priority issues are common to all these coalitions and form a basis of unity: 1. Resistance to all forms of coercion and human rights violations in psychiatry - including forced drugging, electroshock (“ECT”), involuntary committal or psychiatric imprisonment; and 2. Support and promotion of survivor-controlled, non-medical alternatives to psychiatry and the “mental health system.” (3).

Since the 1980s, there is growing global resistance to not only electroshock (‘ECT’) but forced drugging, incarceration, outpatient committal or outpatient forced drugging, and psychiatry’s medical model of  ”mental illness”/”mental health” – in fact to psychiatry itself and the trasnational drug companies (Big Pharma). There is also growing criticism of mainstream media for publishing articles and op-ed articles with an obvious pro-psychiatry bias or mental health slant. This is jingoism– not journalism. The continuing resistance against psychiatry and its Big Pharma and media promoters is a David-and-Goliath struggle; it pits groups of shock survivors and human rights activists with small or non-existent budgets against self-serving mental health conglomerates and professional guilds with multi-million dollar budgets funded chiefly by Big Pharma and corporations. Who benefits? Certainly not the survivors, but the American Psychiatric Association, Canadian Psychiatric Association,World Psychiatric Association, Big Pharma, and the  “mental health” industry. While survivors and activists rally, organize conferences and protest against electroshock and other human rights violations as harmful and violent - particularly to women, children and the elderly - psychiatrists continue minimizing or denying, in fact aggravating severe psychological trauma, permanent memory loss, brain damage, and death caused by their “safe, effective and lifesaving” treatments. This is not “medical science” – it’s professional incompetence and medical fraud. 

It is out of this polarization that a grassroots resistance  movement including the antipsychiatry magazine Phoenix Rising, and support and self-help and advocacy groups were and are being created and sustained by survivors and supporters - they continue to grow. That is why this section includes growing criticisms of the mainstream media’s pro-psychiatry bias and mental health ideology, the inspiring existence of the former antipsychiatry magazine Phoenix Rising, and a final chapter (“A Radical Vision”) that highlights the growth of non-medical alternatives such as survivor-controlled support and advocacy groups, drop-ins, social justice coalitions and the promise of many other empowering ones. The survivor liberation movement will continue to grow as more survivors, activists, critics, and dissident health professionals courageously “go public” and bear witness; as more individuals and groups come together in struggle; and as rallies, demonstrations and protests against psychiatry and for human rights spread like a prairie wild fire.

NOTES

1.See E. Packard (1868). The Prisoners’ Hidden Life Or Insane Asylums Unveiled. (Kessinger.); also J. Grobe, ed (1995). Beyond Bedlam: Contemporary Women Psychiatric Survivors Speak Out (Chicago: Third Side Press), p.116. 

2. J. Chamberlin (1988). On Our Own: Patient-Controlled Alternatives to the Mental Health System (London: Mind Publications), pp.94-97. In this movement classic, psychiatric survivor-activist Judi Chamberlin points out that soon after WANA members were released in the late 1940s, the group unfortunately morphed into Fountain House, a social agency staffed and run by mental health professionals. 

3. Re the movement’s basic principles and commitment to human rights, see Appendix 1: the historic Statement of Principles drafted by several psychiatric survivors and adopted in May 1982 at the 10 Annual Conference on Human Rights and Psychiatric Oppression in Toronto; also see, Mandate of the Coalition Against Psychiatric Assault http://coalitionagainstpsychiatricassault.com; also, Mind Freedom International’s principles: http://www.mindfreedom.org/campaign/choice/alternatives/principles; the World Network of Users and Survivors of Psychiatry, http://wnusp.rafus.dk/human-rights-position-paper-of-the-world-network-of-users-and-survivors-of-psychiatry.html, and the European Network of Users and Survivors of Psychiatry
Chapter 14

Challenging Mainstream Media – Psychiatry’s Cheerleaders (1)

In a democratic system of thought control…[it is] necessary to take over the entire spectrum of opinion, the entire spectrum of discussion, so that nothing can be thinkable apart from the party line; not just that it be obeyed, but that you can’t even think of anything else.

 – Noam Chomsky, linguist and political activist (2)

The myths and stereotypes surrounding “mental illness” and the “violent mental patient” are unfortunately alive and well. Medical reporters and columnists, editors and producers in the mainstream, corporate-controlled media in Canada and the United States constantly parrot psychiatry’s discredited medical model of “mental illness,” “mental health,” “safe and effective medication” and “lifesaving” electroshock as though they were proven scientific facts. I charge the corporate-controlled media with promoting fraud – presenting psychiatric opinion and “mental health” ideology as “medical science.” They air psychiatric propaganda – psychobabble – almost every day, repeating like a mantra that “schizophrenia” is a brain disease; that “bipolar mood disorder” is caused by a “chemical imbalance in the brain”; that “Attention Deficit Hyperactivity Disorder” (ADHD) is a neurological disorder. In fact it’s another psychiatric fraud. (3) All are false claims, unsupported in the medical and scientific literature. So-called objective and balanced articles and TV specials on “mental illness” or “mental health” broadcasts by the Canadian Broadcasting Corporation (CBC) and published in The Toronto Star, The Globe & Mail and the National Post never cite credible medical or scientific evidence to support such claims – because there is none. Nevertheless, we’re asked to believe this nonsense. 

I also charge the corporate-controlled media with elitism. Personal statements, and in particular psychiatric survivors’ testimony, that criticize forced drugging and electroshock and promote non-medical alternatives are routinely dismissed as “anecdotal” or not credible, or, even more commonly, edited out of major news stories on “depression,” “schizophrenia” and “mental health.” Where are the balance and fairness on which the media pride themselves?

When reporting on research findings that support psychiatric claims of the alleged safety and effectiveness of psychiatric treatments, the media generally oversimplify them and overstate their scientific credibility and social significance. Challenges of such claims are extremely rare. At the same time, studies whose findings do challenge – or flatly contradict – the notion that these treatments work and are safe are glossed over. For example, studies that expose the fraudulence of the diagnostic label “ADHD” and the addictive effects and violent behaviour triggered by the amphetamine-type drugs used to “treat” this so-called disorder (such as Ritalin and Adderall) are rarely or never cited, much less discussed. And, although scientific studies conducted over the last ten years have proven conclusively that Prozac, Paxil and other SSRI antidepressants frequently trigger “suicidal ideation,” suicide attempts and mania in young people and others, the media did not even begin reporting on  these alarming “side effects” until three or four years ago. It’s time to challenge the Canadian media’s pro-psychiatry spin on these and other “mental health” issues.

Psychiatrists and other “mental health experts” – and, primarily, Big Pharma and its spin-doctors – market their nonsense to the media as scientific fact. It has been thirty years since I began to criticize media depictions of “mental health” issues as serious distortions, if not outright lies. In the last ten years, about a quarter of my letters to the editor have been published – admittedly, a pretty good acceptance rate. Some edited samples follow. (4,5) 

From a letter written on behalf of the former Ontario Coalition to Stop Electroshock and published in its entirety in the October 12,1987 London Free Press under the heading “Key demands overlooked”:

We wish to point out some omissions and biases in your report of our protest demonstration against the Canadian Psychiatric Association (CPA), held on September 16 during its annual meeting in London (“Protesters claim electroshock is ‘masquerading as treatment,’” September 17).

We demonstrated not only against electroshock, as the article claims, but against all forms of forced treatment, including shock and drugging, as well as involuntary committal, pseudo-medical diagnostic labels, violations of psychiatric inmates’ rights and Charter rights, and the CPA’s consistent refusal to denounce the unethical brainwashing experiments of the late Dr. Ewen Cameron.

By focusing exclusively on shock, your reporter failed to highlight the major reasons for our protest. Nor was there any mention of three of our key demands: that there be an immediate halt to psychiatric abuses and human rights violations; that the CPA speak out against Cameron’s experiments; and that the CPA publicly discuss psychiatric abuses and inmates’ rights at all of its annual meetings.

In 1998, I was surprised and pleased by the publication, on January 23, 1998, of my letter (under the headline “Resist right-wing agenda of force, incarceration”) expressing my outrage at the Star’s seven-part “Madness” series (January 10 to 16, 1998):

[Your] series on the mentally ill and the mental health system in Ontario is another example of psychiatrically biased reporting. It reads like an ad  promoting forced drugging, outpatient committal and biological psychiatry. A medical model/psychiatric bias pervades virtually very paragraph and page. “Mental illness,” “mental disorder” and other psychiatric diagnostic terms such as “schizophrenia” and “manic-depression” are used frequently as scientific givens, despite the fact these  terms reflect only psychiatric opinions and subjective impressions, not scientifically established diseases.

There’s also an elitist tone in the series. Proportionately more space is devoted to unnoticed psychiatric studies and sweeping generalizations from various mental health professionals, while the informed opinions of several well-known survivors/critics such as Jennifer Chambers and Erick Fabris (advocates with the Patients Council at Queen Street) and Lilith Finkler (community legal worker at Parkdale Community Legal Services), and of supportive community outreach workers such as Bob Rose and Sandra Capponi (Parkdale Activity and Recreation Centre) were conspicuously omitted.

Most disturbing, the series irresponsibly links mental illness with violence and criminality, which only reinforces the myth and stereotype of the dangerous mental patient. A 1996 consensus statement signed by more than forty mental health professionals, advocates and lawyers, and published in the Psychiatric Rehabilitation Journal, asserts that “mental illness” and violence are not related, stating that “several recent large-scale projects conclude only a weak association between mental disorders and violence in the community…. Mental disorders – in sharp contrast to alcohol and drug abuse – account for a minuscule portion of the violence…”

The Star series lays the groundwork for the legislation of forced drugging and outpatient committal through proposed amendments of  the Mental Health Act allowing more people to be locked up faster. This is a right-wing Tory agenda which, if implemented, would facilitate the denial of the human rights of thousands of extremely vulnerable citizens. It must be resisted now.

The “Madness” series provoked considerable outrage in the psychiatric survivor community, because it demonized psychiatric survivors, and especially those who were poor and homeless, by portraying them as violent or “potentially dangerous.” Several survivors and other critics of the psychiatric system, including one from the United States, wrote strong letters of protest to the editor. Because they published a few of these letters, Star editors erroneously believed that they had done justice to public criticisms of media bias against, and vilification of, this population.

On February 9, 1998, Dr. Bonnie Burstow and I lodged a formal complaint against The Toronto Star with the Ontario Press Council. We accused The Star of displaying “a consistent biomedical model bias, to the exclusion of other major models or perspectives on human crises labelled as ‘mental illness,’” and of promoting “the common stereotype and myth of the “dangerous mental patient” through the selective and sensationalist reporting of violent or criminal acts committed by people deemed “mentally ill”:

We see the bias in The Star series as doing considerable harm and injustice to a vulnerable and already-stigmatized community. A possible remedy..is a second series of articles which addresses the topic from a non-medical perspective (including an antipsychiatry perspective).” Despite this valid and powerfully-worded criticism, the Press Council ruled against our complaint after flatly refusing to listen to us…

Contrary to popular myth, most of the violence in the “mental health system” is committed by so-called “sane” psychiatrists and other mental health professionals – not psychiatric survivors. In Canada and the United States, psychiatric survivors, their supporters and human rights advocates continue to speak out against forced psychiatric treatment and the psychiatrically-biased, inflammatory reports in the media promoting the violent mental patient myth/stereotype. Any further assaults on our human rights by psychiatry, government or the media will be met with organized resistance.

In March 1999, increasingly annoyed with the media, I wrote and sent an open letter titled “Who’s Really Dangerous? Media Bias-Forced Drugging-Outpatient Committal” to several Canadian media, including the Toronto Star, The Globe & Mail, The Toronto Sun, and the CBC. No one replied, and the letter was never published. Here are a few edited excerpts: 

The belief that most psychiatric survivors are more dangerous or violent than so-called “normal” or “sane” people is a common myth and stereotype propagated by the mainstream media, biological psychiatrists like E. Fuller Torrey (who wants to lock up and forcibly drug “the mentally ill homeless”) and family “advocacy” organizations such as the Schizophrenia Society of Canada and the National Alliance for the Mentally Ill in the United States. Since there has never been any substantial scientific evidence to support this view, it [can legitimately be seen as] a false belief or delusion. The following conclusions from several respected health professionals, researchers and advocates expose this myth:

[There is] “…sensationalized reporting by the media whenever a violent act is committed by ‘a former mental patient”...a weak association [exists] between mental disorders and violence…serious violence by people with major mental disorders appears concentrated in a small fraction…. Mental disorders…account for a minuscule portion of the violence that afflicts American society.

– J. Monahan, PhD, and J. Arnold: “Violence by People with Mental Illness: A Consensus Statement,” Psychiatric Rehabilitation Journal, Spring 1996

The combined evidence from these studies indicates that…persons with psychotic diagnoses are less likely or at least no more likely to commit violence…a history of delusions and a diagnosis of paranoia were unrelated to future violence.

– G.T. Harris, PhD, and M. Rice, PhD: “Risk Appraisal and Management of Violent Behavior” in Psychiatric Services,vol. 48 no .9, September 1997

Most patients with severe mental illness do not pose a danger to themselves or the community.

– J.W. Coid, MD: “Dangerous patients with mental illness: Increased risks warrant new policies, adequate resources, and appropriate legislation” in British Medical Journal, April 13, 1996

It’s time that, as a society, we begin to knock down stereotypes and start breaking down the stigma associated with “mental disorders”. The first stereotype to go down – permanently, we hope – is that people who suffer from depression, anxiety, schizophrenia, an eating disorder, or any other type of mental disorder are somehow more violent than others. This simply isn’t true, [except in some cases where they are also] involved in substance abuse. Most people who suffer from a mental disorder are not violent – there is no need to fear them. Embrace them for who they are – normal human beings experiencing a difficult time, who need your open mind, caring attitude, and helpful support.

– J.M. Grohol, PhD: “Dispelling the violence myth” (online editorial, Mental Health Net http://www.cmhc.com/archives.editor32.htm,1998, June 1)

Despite these professional criticisms, the media continue to publish “balanced” articles on “mental health” that exaggerate the alleged link between mental illness and violence; demonize homeless and poor people who have psychiatric histories; promote a medical model/psychiatric bias and generally refuse to publish critical comments from psychiatric survivors and dissident health professionals
The lack of response to this letter speaks volumes about the mainstream media’s defensiveness, their need to dismiss or deny legitimate criticism, and their routine promotion of psychiatric propaganda as medical fact. 

The letter excerpted below was also rejected by The Toronto Star: 

I have three major criticisms of Scott Simmie’s eight-part series on Ontario’s psychiatric non-system (“Out of Mind,” October 3 to 10,1997).

1. Psychiatric/medical model bias: Simmie doesn’t challenge the myth of “mental illness” and “schizophrenia” and doesn’t criticize psychiatric drugs (“medication”) as inherently toxic. Instead, he parrots the terms “mental illness,” “schizophrenia” and “bipolar affective disorder” as if they’re scientific facts. In fact, they’re metaphors for madness or dissidence caused by serious life crises, abuses or trauma. They’re also code words that allow psychiatrists to forcibly treat their patients as guinea pigs, using brain-damaging drugs, electroshock and psychosurgery.

2. Psychiatrists not blamed for stigmatizing: Simmie should have mentioned the widely recognized fact that psychiatric labels themselves are stigmatizing, pejorative and unscientific. Being labelled “schizophrenic” is like being called “dirty Jew” or “nigger.” Thousands of survivors like myself are painfully aware of the fact that these fraudulent and stigmatizing labels are rarely erased from our medical records; they stick like crazy-glue. Simmie should have criticized psychiatrists as stigmaticians.

3. Self-help/survivor groups ignored: Simmie rightly praises some survivor-run businesses but doesn’t mention either the many survivor-controlled self-help and advocacy groups in Ontario or Support Coalition International, the 10-year-old coalition of more than 75 psychiatric survivor/activist groups in 11 countries worldwide, including Canada. These non-medical community alternatives are a lot safer, more helpful and more empowering than any psychiatric drug or “treatment.” Simmie gives the Internet addresses for several “schizophrenia” groups but lists only one URL for “consumer/survivors”  – there are many other important ones, such as Dendron, MadNation and NoForce.

I appreciate Simmie for attacking the “violent mental patient” myth/stereotype and also for criticizing outpatient forced treatment (e.g., “community treatment orders”), but I disagree with him when he says outpatient forced drugging should be used as “a last resort.” This fascist law, which the Harris government is threatening to impose on thousands of us this year, should never be inflicted on anyone. Psychiatric survivors and supporters will massively resist this attack on our freedom, our human rights.

When the Toronto police beat 54-year-old Otto Vass to death on August 9, 2000, many of us were mad as hell and came together to form the Committee for Justice for Otto Vass (see Ch. 11). Numerous committee members attended the Vass inquest held six years later. Before the Toronto police beat him to death, they knew, targeted and labeled Otto Vass as “MI” (“mentally ill”); while hospitalized he was diagnosed at various times as “bi-polar” and “schizophrenic” and vilified as violent or having a bad  temper. While attending his inquest, I did not appreciate reading the pro-psychiatry articles by Toronto Star reporter Rosie DiManno and others, so I wrote to The Star (It did not publish my letter which is excerpted below):

Rosie DiManno doesn’t listen very well to testimony and final statements. She also expresses pro-psychiatry and pro-police biases. (“Otto Vass jurors face difficult task,” November 17, 2006). 

In quoting from lawyer Peter Rosenthal’s final address to the jury, she fails to note that Rosenthal actually concluded that homicide  – not “human interaction” – caused Vass’s death, and urged the jury to conclude likewise. Rosenthal clearly and reasonably linked the physical violence of the baton-blows and kicks that four Toronto police officers repeatedly inflicted on Vass with the “fat embolism” that blocked blood circulation to his heart, leading to his death. DiManno either didn’t hear the word “homicide,” or chose to edit it out.

DiManno’s pro-psychiatry bias is also evident. She attributes Vass’s violence to “bipolar illness…volatile, delusional episodes”  – with not one shred of scientific evidence. DiManno is not reporting, she’s promoting the “violent mental patient” myth/stereotype  – namely, that ”mentally ill” people are more violent than so-called “normal” or “sane” people. On request, I’ll send DiManno a few scientific journal references, including one that asserts that 95% of the violence or violent crime in North America is committed by “normal” people. 

Although it’s nice that DiManno quotes a few sentences from the media release of the Committee for Justice for Otto Vass, I’d be more impressed if she got her facts straight and had the guts to criticize Presiding Coroner James Lucas for unjustly denying our 6-year-old legal standing.

I hope the jurors don’t share DiManno’s biases and distortions of fact  – we’ll soon find out.

My July 8, 2005 letter to The Toronto Star (also rejected) was partly triggered by CNN’s interview with Tom Cruise. Here are a few excerpts:

Like many other Star articles, this one promotes psychiatry’s discredited medical model by hyping drug company sales of harmful antidepressants and parroting the fraudulent diagnostic label “ADHD.” (“Tom Cruise prompts war of words,” July 1)

Neither Cruise nor The Star mentioned the growing worldwide resistance to the psychiatric system. The antipsychiatry movement is an international human rights movement; it’s thirty years old and consists of many psychiatric survivors, social justice activists and human rights organizations in various countries including Canada and the United States. It’s totally independent and is not affiliated with Scientology’s Citizen’s Commission on Human Rights.

Movement activists and supporters strongly oppose the entire psychiatric system, mainly because we’ve experienced and witnessed its systemic violations of our human rights as inherently abusive, traumatic, inhumane and destructive. One key movement goal is to abolish the system  – particularly all coercive psychiatric procedures, including involuntary committal, forced drugging, electroshock, repressive mental health laws such as the one enabling“community treatment orders” (outpatient forced drugging), solitary confinement (“seclusion”), and the use of physical restraints. Many suicides and sudden deaths related to psychiatric drugs and/or electroshock are unreported or covered up in the medical/psychiatric literature.

We’ve also successfully organized several national and international conferences and counterconferences, public protests and public hearings on psychiatric drugs and electroshock, which governments have generally refused to hold and which the media rarely cover.

The movement has given support, respect, dignity and hope to hundreds of thousands of psychiatric survivors by treating them as human beings  – not cases or labels.

I challenge The Star to start reporting on our struggles and victories for a change.

The CBC is also guilty of promoting a pro-psychiatry bias, uncritically accepting psychiatry’s medical model of “mental illness” and electroshock. In 2008 CBC Radio One broadcast an interview with Edward Shorter, a University of Toronto historian who recently co-authored, with psychopharmacologist David Healy, the book Shock Therapy: A History of Electroconvulsive Treatment of Mental Illness. The interview was blatantly one-sided; it sounded like a promotion for electroshock. Here are some edited excerpts from my March 9, 2008 letter to producer Jim Handman:

Edward Shorter, interviewed by “Quirks and Quarks” host Bob McDonald on March 8, expressed so many unchallenged distortions and lies about electroshock; it’s inexcusable.

First, the interview was extremely biased, unbalanced and unprofessional; no electroshock survivors or other critics were interviewed to challenge Shorter’s false claims about the major effects and risks of electroshock. Shorter is on a disinformation campaign to sell his book, combat growing criticism and promote wider use of electroshock.

Second, Shorter never once mentioned the grand mal seizure that occurs during every ECT procedure; instead he used the [misleading] word “convulsion.”

Third, Shorter failed to mention the ten- to twenty-minute coma following the seizure; his phrase “out of it” is an inaccurate and dishonest substitute.

Fourth, he failed to mention that while conscious shock survivors experience some or all of these immediate effects: disorientation, dizziness, severe headache, memory loss, physical or muscle weakness, nausea, apnea (sudden cessation of breathing). Delirium is also a problem; people awakening from ECT are in no shape to drive a car on the day they are shocked, as Shorter claimed they could. 

Fifth, Shorter claimed that ECT causes “no brain damage.” In fact, several scientific studies over many years have proven the exact opposite. In fact, the American Psychiatric Association grudgingly acknowledges brain damage caused by ECT, while minimizing its extent; the Canadian Psychiatric Association flatly denies this damage. Nevertheless, the recent and comprehensive study by Sackeim et al. published in the January 2007 issue of Neuropsychopharmacology – Shorter must have been aware of it – conclusively proves that electroshock causes brain damage resulting in permanent memory loss, and that women shock survivors suffer “more severe” brain damage (“cognitive dysfunction”) than men.

There is further evidence of frontal-lobe damage in Calloway’s CT scan studies (circa 1980). Devinsky and Duchowny’s research shows evidence of grand mal epileptic seizures after a series of electroshocks. And there’s more evidence of shock-induced brain damage in the conclusions of many other neurological and autopsy studies on humans and animals (see Peter Breggin, Brain-Disabling Treatments in Psychiatry, 1997; John Friedberg, “Shock treatment, brain damage, and memory loss: a neurological perspective,” in the American Journal of Psychiatry,1974; and Leonard Roy Frank, Electroshock Quotationary [online], 2006.

Shorter never once cited any of these scientific facts and published works, nor did he mention the disproportionate targeting of women and elderly people; two to three times as many women as men are shocked, according to ECT statistics from the Ontario government’s Ministry of Health and other sources. Neither Shorter nor McDonald seemed aware of these facts – apparently, both are willfully ignorant.

Sixth, Shorter lied when he denied that ECT commonly causes massive, permanent memory loss; he was dismissive when he mentioned only “transient” loss.” Shorter should know – perhaps he chose not to know – that many scientific studies clearly and convincingly document the fact that shock-caused memory loss is frequent and permanent (see, for example, the classic experiments of Yale psychologist Irving Janis (1949-1951) and those of psychologist Larry Squire (1983); there are more recent studies as well. Significantly, Shorter never mentioned any of the published testimonies of numerous shock survivors, which also reveal massive and permanent memory loss. MacDonald should have interviewed Canadian shock survivors such as Wendy Funk, Sue Clark and/or Wayne Lax who have publicly and courageously testified against electroshock; their horrific accounts of tragic losses and disabilities would have been a lot more credible and truthful than the self-serving lies told by Shorter.

If CBC radio is seriously interested in telling the truth about electroshock and growing international resistance, and correcting its pro-shock bias, it should start interviewing shock survivors. I can put McDonald and/or other researchers in touch with shock survivors, and with other critics and activists. I also recommend that CBC researchers check out capa.oise.utoronto.ca, ect.org, endofshock.com, geocities.com/sueclark2001ca, and mindfreedom.org

I also ask that you note Dr. Bonnie Burstow’s March 9 letter. Dr. Burstow is on the Faculty of the Ontario Institute for Studies in Education, University of Toronto. I hope you reply to her [and to me].

Handman replied two months later. As expected, he firmly defended Shorter, calling him an “expert” and “objective,” and citing his University of Toronto credentials and “60 pages of references and detailed references” in his book. He also misidentified Shorter as a “scientist”; in fact, he’s an historian. Handman never once mentioned interviewer Bob McDonald’s refusal to question or challenge Shorter’s false claims. Instead, he simply stated that it isn’t CBC policy to “attack” an expert guest like Shorter.

Handman allowed that he had received letters that “supported and disagreed” with Shorter’s pro-shock position and had a few of them read on air. However, several shock survivors told me that their critical letters had not been read.

Handman also trivialized the responses and testimony of shock survivors as “anecdotal” – an elitist response frequently expressed by shock promoters and psychiatrists to discredit or minimize legitimate criticism from their critics and victims. He completely ignored my suggestion that he invite shock survivors, activists or critics on a future program. So much for “fair and balanced” programming re electroshock and psychiatry on CBC Radio. (6)

Psychiatric propaganda and mental health promotionals continue to be churned out by the mainstream-corporate media – psychiatry’s cheerleaders. That’s nothing to cheer about.

They must be directly and forcefully challenged and publicly denounced as lies. 

Notes

1. A very brief exerpt with the same title was published in Ryerson Free Press, a student newspaper of Ryerson University, in March 2011.

2. A fuller quote is published in L.R. Frank (2003), Freedom: Quotes and Passages From the World’s Greatest Freethinkers, p.234.

3, See this major expose by pediatric neurologist Fred A. Baughman Jr. (2006). The ADHD Fraud: How Psychiatry Makes “Patients” of Normal Children.

4. Brilliant critiques that deconstruct psychiatric diagnoses as medicalization of social-political dissidence or non-conformity: T.S. Szasz (1961). The Myth of Mental Illness, and The Manufacture of Madness (1970); T.Sarbin and J. Mancuso (1980). Schizophrenia: Medical Diagnosis or Moral Verdict); H.Kutchins and S.A.Kirk (1997). Making Us Crazy – DSM: The Psychiatric Bible and the Creation of Mental Disorders (1997); for an excellent analysis of some of psychiatry’s sexist diagnostic labels, see, P. Caplan (1995). They Say You’re Crazy: How the World’s Most Powerful Psychiatrists Decide Who’s Crazy.

5. For critiques of common myths and stereotypes of “mental patients” and “mental illness” in the media, see O.F.Wahl (1997). Media Madness: Public Images of Mental Illness; see also, A. Levin (2001) “Violence and Mental illness: Media Keep Myths Alive.” Psychiatric News, vol.36 no.9 (May), p.10, http://www.pn.psychiatryonline.org/content/36/9/10.full. Unfortunately, Wahl’s book and Levin’s article perpetuate the myth of “mental illness.” 

6. For a rare critique of the media’s continuing pro-electroshock bias, see J. Cohen & N. Solomon (1995). “Psychiatric Technique Gets Shocking Boost From Media,” http://psychcentral.com/electro.htm

Chapter 15

Phoenix Rising From the Ashes 

One of the proudest and most empowering aspects of my life was my association with Phoenix Rising: The Voice of the Psychiatrized – the only antipsychiatry magazine ever published in Canada. Its founding was largely inspired by the brilliant, empowering, survivor-controlled publication Madness Network News (San Francisco, 1972 to 1986). Phoenix Rising was not only an excellent source of personal stories by and about survivors, but also a valuable organizing tool and political weapon to use in the continuing struggle against psychiatric oppression and for human rights. I am extremely appreciative of the efforts of co-founder and outstanding advocate Carla McKague, whose constant and strong support, amazing editorial skills and intellectual honesty and courage helped make Phoenix possible. Much more literate than me, Carla named the magazine after the mythic Phoenix bird, rising from the ashes. Unfortunately, thanks to one two many funding crises and the burnout of our awesomely dedicated volunteers, Phoenix stopped rising in the summer of 1990, after ten years of publishing. Had it survived a few months longer, I had planned to produce an issue on Aboriginal people in the psychiatric and prison systems.

I am glad to say that you can still read Phoenix online  [see http://www.psychiatricsurvivorarchives.com/phoenix.html]. And, even more importantly, its spirit lives on, inspiring other psychiatric survivors, antipsychiatry and social justice activists to rise up and speak out. 

About two months after our final issue, Toronto’s Border/Lines magazine published my article about Phoenix, of which edited excerpts appear below. 

Phoenix Rising - Its Birth and Death (1)

I feel as if a child has died. It is one of the great glories of my life that I helped start Phoenix Rising. Don and Cathy and I began it as an infant, it grew up exactly the way you would want your child to grow up, and I was unbelievably proud of it. I can’t express the grief I feel over the fact that Phoenix isn’t going to be published again. But it survived for ten years, and in those ten years its accomplishments were enormous.

– Carla McKague, mental health lawyer and co-founder of Phoenix Rising

Phoenix Rising is one of the best things that ever happened to me…being its editor for four years was a wonderful experience. I had a sense of getting revenge on the people who had come so close to ruining my life: psychiatrists, psychiatric nurses, psychiatric social workers. At last, I got to say publicly, “Look – you hurt me. And you hurt a lot of other people too.” I felt very connected to the people writing and working for the magazine; that connection helped all of us begin to heal the wounds inflicted on us by the psychiatric industry.

– Irit Shimrat, Phoenix Rising editor, co-founder and coordinator of the former Ontario Psychiatric Survivors’ Alliance and author of Call Me Crazy: Stories from the Mad Movement (Vancouver: Press Gang Publishers, 1997)

Phoenix Rising was a unique magazine, not simply because it was the only anti-psychiatry magazine in Canada but also because it was published by former psychiatric inmates – psychiatric survivors. During its decade of publishing, the magazine was a supporter of the international liberation movement. Thirty-two issues were produced, including three double issues. All exposed psychiatric abuses and challenged the tyranny of psychiatry over people’s lives. We focused on a wide variety of social, political and human rights issues faced by psychiatric inmates and survivors, including homelessness, electroshock (ECT), forced drugging, and the abuse of women, children and elderly prisoners. We did our best to draw attention to the myth of “mental illness,” to the deaths caused by psychiatric treatment, and to the psychiatric victimization of gays and lesbians. It is doubtful that another magazine will replace Phoenix in its fearless exposure of psychiatric abuses.

Carla McKague and I founded Phoenix Rising in 1979. We are both psychiatric survivors. We had read and been inspired by Madness Network News, In a Nutshell (the newsletter of the [once radical] Mental Patients Association in Vancouver), The Cuckoo’s Nest (a now-defunct Toronto newsletter produced by psychiatric survivors of the Queen Street Mental Health Centre in Toronto), and the critical writings of dissident psychiatrists such as Thomas Szasz, Peter Breggin, and R.D. Laing. Unfortunately, then as now, there have been virtually no dissident mental health professionals in Canada.

Inspired by these publications, we believed that a magazine published by psychiatric survivors like ourselves could become a credible and powerful voice for psychiatric inmates and ex-inmates in Canada and elsewhere, empowering our brothers and sisters by publishing their personal stories, poems and artwork; encouraging them to keep writing and speaking out; and helping them to establish contact with others (both groups and individuals). When Phoenix finally emerged, it became a creative outlet for many people who had been damaged – and previously rendered voiceless – by institutional psychiatry. 

The first four issues were published in one year out of a two-bedroom apartment on Spadina Road in Toronto. A small, committed editorial collective gradually formed, initially consisting of Carla, Cathy McPherson, Joanne and Mike Yale, and myself. We held frequent meetings in the apartment, and one of the bedrooms became the office, where we did all the typing, editing and layout. (At the time we didn’t even have a word-processor, never mind a computer.) We began with only a tiny bit of funding: a $5,400 grant from PLURA, a multi-denominational church group that donated start-up money to grassroots groups.

Our first issue came out in March 1980. The front cover featured an illustration of the mythic Phoenix rising from its ashes, a symbol of the psychiatric survivor reborn after a kind of death by fire. Our editorial outlined our goals and philosophy. Here are a few excerpts:

We’d like Phoenix Rising to serve as a rallying point for inmates and ex-inmates who want to bring about changes in the “mental health system,” [which] is all too often damaging rather than helpful, and oppressive rather than liberating…. We want to educate the public about the shortcomings and injustices of the present system…and challenge the myths and stereotypes attached to “mental illness.”… We’ve chosen to use the term “psychiatric inmates” rather than the conventional [term] “mental patient.” We were there…against our will. We lost such basic rights as the right to choose our own therapist, the right to refuse treatment, the right to leave the institution – even the right to make phone calls or have visitors. These are all rights which medical patients take for granted. In short, we lost control over our lives, in the same way that inmates in prison do. [That] what happened to us was called “therapy” rather than “punishment” does not obscure this basic fact…. Our hope is that by providing medical and legal information; [by] bringing into the open the problems of stigmatization and community rejection; by encouraging inmates and ex-inmates who have something to say, to say it in Phoenix Rising; by pointing out abuses and injustices in the “mental health” system; and above all by offering real and constructive alternatives, we can hasten the day when the terms “mental patient” and “psychiatric inmate” are things of the past. 

With these principles in mind, we featured several columns. One was called “Phoenix Pharmacy,” and warned readers about the numerous damaging and often deadly effects (erroneously called “side effects”) of many psychiatric drugs, including brain damage, tardive dyskinesia (a grotesque and permanent neurological disorder), and death. At first we focused on the “minor tranquillizers,” such as Valium, but we soon began to explore the damage caused by the “antidepressants,” lithium (the first of the so-called mood stabilizers), and the neuroleptics (euphemistically called “major tranquilizers” or “anti-psychotics”).

Our “Profile” column highlighted individual psychiatric survivors and self-help groups doing outstanding advocacy, organizational or political work in the community. We also had a “Rights and Wrongs” section, where we reported on key legal decisions directly affecting survivors.

Phoenix was the first Canadian periodical to point out the close links between the psychiatric inmate and the regular prisoner. In an effort to establish an understanding of our common oppression as a basis for future solidarity, we used the editorial in our first prison issue to bring attention to the shared experiences of inmates and prisoners: sensory deprivation, forced treatment, and solitary confinement. Here are some edited excerpts:

An inmate is a person who is confined in a hospital, prison, etc. The “etc.” includes “mental hospitals” and other institutions in which the daily lives of people who have been involuntarily committed are totally controlled by the authorities. 

People in prison and psychiatric inmates are deprived of many of the same civil and human rights. These include the right to freedom of movement; the right to vote; the right to communicate openly with anyone [we choose]; the right to privacy and confidentiality; the right to wear our own clothes; the right to refuse any treatment or program; the right to be treated with dignity and respect; and the right to appeal any abuse or violation of these and other rights while locked up.

In addition, people judged to be suffering from a “mental illness” and about to be involuntarily committed to a psychiatric institution are automatically denied the right to due process (the legal right to a trial or public hearing before loss of freedom). During committal procedures, they are denied the right to legal counsel. People accused of criminal acts are routinely given their day in court prior to imprisonment. However, people who have committed no crime but have been judged by a psychiatrist to be “insane,” “psychotic,” “suicidal” or “dangerous” are routinely denied the right to defend their sanity in court before being committed.

Prisoners are traditionally given a fixed, definite sentence; they know when they will be released. This is not the case for committed psychiatric inmates committed against their will.

Both prisoners and psychiatric inmates are routinely victimized by forced “treatment.”. Unlike medical patients, inmates have no right to refuse any psychiatric treatment, many of which are dangerous and damaging. Refusal can easily be overridden by an appeal [by a psychiatrist] to a review board; it is often interpreted as just another symptom of “mental illness.”

Regular prisoners are often placed in “behaviour modification” programs. Some – especially those judged to be rebellious, ringleaders, or trouble-makers – are used as guinea pigs in dangerous and even life-threatening psychiatric experiments, utilizing drugs such as scopolamine and anectine, or “aversive conditioning.”

To call people “patients” when they are locked up and treated against their will is not only insulting, but a lie. Euphemisms such as “mental patient ” and “mental illness” obscure the facts that “mental hospitals” are in fact psychiatric prisons; that the institutional psychiatrist acts as judg, jury and warden; that “psychiatric treatment” is a form of social control over unco-operative or non-conforming people whose lifestyles (usually working class) are too different from or threatening to that of the upper-class white psychiatrist; that terms such as “diagnosis” and “treatment” are fraudulently applied to non-existent “mental illnesses”; and that psychiatric “treatment” is frequently experienced as punishment.

We are not “patients.” We share with our brothers and sisters in prison the experience of being inmates: loss of freedom, loss of civil and human rights, loss of control over our own bodies and minds, and lifelong stigmatization.

In the early 1980s, we published our first women’s issue, “Women and Psychiatry,” in which we ran an interview with Phyllis Chesler, a prominent feminist psychologist and the author of Women and Madness (1972) – an examination of the abuses and sexism of traditional, male-dominated psychiatry. In our second women’s issue we continued to highlight psychiatric sexism with the article “Mental Health and Violence Against Women,” a powerful feminist statement written by seven women psychiatric survivor/activists. In this issue we also reprinted a compelling piece on women and shock treatment, written by radical social worker Paula Fine, which documented psychiatry’s excessive use of electroshock on women and condemns it as psychiatric rape. (A subsequent issue featured an article by Greta Hofmann Nemiroff, describing a woman’s frustrating struggle to sue the psychiatrist who sexually abused her.)

The most powerful statement on electroshock in Canada was published in Phoenix Rising in April of 1984. The issue was part of an ongoing critique of electroshock aimed at the abolition of this barbaric procedure, which commonly causes brain damage resulting in permanent memory loss and cognitive impairment (for example, difficulty in reading and concentration). Shock doctors and other physicians still try to sanitize this procedure by calling it electroconvulsive “therapy” (ECT).

In our fall 1980 issue, we ran a feature story on the tragic drug death of 19-year-old Aldo Alviani (see Chapter [?]), including a press release covering Alviani’s death as well as a report on the demonstration sparked by the news of his demise. This was Toronto’s first public protest against psychiatric drugging and institutional deaths.

Because legal rights have been central to our cause, over the years we took particular interest in the legal implications of the Canadian Charter of Rights and Freedoms. “The Charter of Rights and Freedoms vs. the Psychiatric System” was the title of a double issue published in August 1985. We were awarded a grant from the federal Justice Department to produce this issue, which was largely written by supportive civil rights lawyers.

The Charter spells out many of the fundamental civil, legal and human rights of all Canadians. Section 15, the crucial equality section, is particularly relevant to psychiatric survivors, since it legally prohibits discrimination against people with a “physical or mental disability.” Section 7 is of even more importance, because it affirms “the right to life, liberty and security of the person.” These rights are violated every day in virtually every psychiatric institution and ward in Canada. Furthermore, Section 12 affirms “the right not to be subjected to cruel and unusual treatment or punishment.” In our view, cruel punishment includes such things as forced drugging, electroshock, and chemical or mechanical restraints (such as four-point restraints), which, we argued, should be declared unconstitutional.

Lawyer Harvey Savage wrote an excellent piece on the Lieutenant Governor’s Warrant (LGW) legislation, which authorizes indefinite detention for those declared “unfit to stand trial” or “not guilty by reason of insanity.” He criticized the LGW as unjust and unconstitutional, and cited the case of Emerson Bonnar, who was incarcerated for 17 years after being deemed “unfit to stand trial” for attempted purse-snatching.

Our “Charter” issue featured a reprint of the antipsychiatry movement’s historic “Declaration of Principles,” probably the most concise and powerful antipsychiatry/liberation statement ever produced. We also reprinted “The People’s Charter,” a down-to-earth translation of the Charter’s legalese, first published in Just Cause (a now-defunct disability rights journal).

In September 1988, the board of directors of On Our Own – the original publisher of 

Phoenix Rising – tried to evict us. The board claimed that the magazine rarely paid any rent, which was untrue. We moved, first to a warehouse and then, a year later, to new office space downtown. By incorporating ourselves as “Voice of the Psychiatrized of Ontario, Inc.,” we separated the magazine from On Our Own.

Despite the odds against us, we brought out two more issues, which rank among our very best. Our May 1989 issue focused on the psychiatric atrocities suffered by prisoners. It scrutinized the practices of solitary confinement and forced drugging, as well as the dangerous behaviour-modification “programs” that still exist in Oak Ridge, the notorious forensic wing of Penetang (the Penetanguishene Mental Health Centre). Also in that issue, we established a Prisoner Network – which prisoners and ex-prisoners could use for advocacy, legal advice, support – and listed more than eighty prisoners’ rights groups, newsletters and journals worldwide, including thirty-seven in Canada. We made a special effort to reach out to more prisoners and to let them know that we care deeply about their issues and the injustices they, like us, have experienced. (2,3) 

Although the magazine stopped publishing over 20 years ago, the mythic Phoenix continues to inspire oppressed and suffering people to rise up out of the ashes and keeps rising. 

NOTES

1. Two moving support statements from Maggie Tallman and Bonnie Burstow are not included in this version but appear in the unedited article originally published in Border/Lines, Fall 1990, #19, pp.14-17. 

2. Copies of all 32 back issues of Phoenix Rising are currently stored in the Psychiatric Survivor Archives Toronto (PSAT); they are available online as pdf files: www.psychiatricsurvivorarchives.com. http://www.psychiatricsurvivorarchives.com/phoenix.html

For more information & to order copies of back issues, write to: D. Weitz, 1401-38 Orchard View Blvd., Toronto, Ontario M4R 2G3. 

3. Phoenix Rising helped spark the production of the book Shrink Resistant: the Struggle Against Psychiatry in Canada by co-editors Bonnie Burstow and Don Weitz (New Star Books, 1988). Although the book is out of print, 2 copies are available in the Toronto Public Library and perhaps on amazon.com. Madness Network News (MNN), arguably the most powerful and empowering movement magazine for over 10 years, was a major factor in our decision to launch Phoenix Rising. For more information, write to:

Leonard Frank, #603-2300 Webster St., San Francisco, CA 94115 USA 

Chapter 16

A Radical Vision: A World Without Psychiatry

Free at last! Free at last! Thank God Almighty, we are free at last!

– Martin Luther King, Jr. [U.S. civil rights leader, Nobel Peace Prize winner], 1963 (1) 

You may say I’m a dreamer

But I’m not the only one

I hope someday you’ll join us

And the world will live as one

– John Lennon [songwriter, musician, peace activist], lyrics from “Imagine”, 1971 

Imagine a world without psychiatry: 

A world where there are no phony, fraudulent psychiatric labels that stigmatize, marginalize, demonize, and dehumanize people.

A world where there are no “mental health centres,” youth “assessment and detention centres,” maximum-security forensic units, and “seclusion” rooms that institutionalize and traumatize vulnerable human beings. 

A world where children, teenagers, adults and elderly people going through their own crises or living hells are not locked up, forcibly drugged, electroshocked, lobotomized, physically restrained, or threatened with psychiatric hospitalization (involuntary committal) and forced drugging.

A world where a young person’s existential identity crisis, spiritual crisis, or severe emotional stress is not psychiatrically labeled “bi-polar,” “ADHD,” or “schizophrenia.”

A world where, instead, they are able to ask for and receive emotional, social, and economic support in their own communities or neighbourhoods, without feeling ashamed or apologetic, and without being criminalized or stigmatized.

A world where people who act or sound weird or non-conformist are not patronized, ostracized or discriminated against, but treated as human beings, with dignity and respect. 

A world where the human rights of every person are universally respected, affirmed, and protected.

So, what might it be like to live in a psychiatry-free world? 

With the “mental health” system gone, a costly and useless layer of bureaucracy would be eliminated. 

With the deletion of “mental health” laws and regulations, there would be no more authorization for incarcerating (“committing”) innocent citizens in psychiatric facilities (e.g., locked wards, “seclusion” facilities) where they are routinely degraded, humiliated, forcibly treated, and denied many human rights. 

With no CTOs (community treatment orders) or IOCs (involuntary outpatient committals), vulnerable people could no longer be subjected to indefinite psychiatric parole, ordered to be drugged, shocked and targeted for surveillance in their homes and communities, or threatened with re-incarceration for disobeying psychiatrists’ orders.

The abolition of maximum-security “forensic” units would mean that offenders could no longer be locked up in extremely restrictive, brutal, and dehumanizing psychoprisons that, far from protecting or helping either society or the inmates, have just the opposite effect. 

We would finally see the end of “consent and capacity boards” and “mental health review boards”: psychiatrically biased “tribunals” that are actually nothing but kangaroo courts where psychiatrists’ “clinical judgement” invariably trumps inmates’ appeal for freedom, choice, personal autonomy, and other human rights. 

Labels such as “schizophrenia,” “psychopathic personality,” “sociopathy,” ”bipolar affective disorder,” “borderline personality disorder” and “ADHD” could no longer be used to diagnose people. The utterance of such pejorative, stigmatizing terms in public would be judged and punished as hate speech. 

No psychiatrist would have the power to diagnose, lock up, forcibly drug, electroshock and/or lobotomize people in crisis, or to judge people as “incompetent” or “incapable.”

No psychiatrist would have “expert witness” status in any court or legal proceedings. 

All psychiatric facilities could be converted into affordable housing, including co-ops and safe houses, healing houses, drug withdrawal centres, and crisis centres. 

Alternatives

There have always been alternatives to psychiatry – we just don’t have enough of them.

Affordable Housing Now!
Here’s the grim context. Today, it’s widely acknowledged that “deinstitutionalization” has been a total failure and fraud; it was from the very start. Why? Because of government incompetence and negligence, poor urban planning, and public indifference to “discharged” psychiatric survivors and other poor, disabled, marginalized and stigmatized people in our communities. Since the 1960s, more and more psychoprisons have been shut down; yet there was, and still is, virtually no affordable and accessible housing built for the many thousands of people; as a reslt, sthery end up in shelters or on city streets. As inner-city refugees, homeless psychiatric survivors are being forcibly drugged, traumatized and discriminated against, with no safe place to go. For all too many, the street, an overcrowded, disease-ridden shelter or emergency ward are the only alternatives. Homeless and hopeless, many other survivors end up back in psych wardswhere they’re re-traumatized.

As you read this, thousands of homeless psychiatric survivors and  many other poor people are struggling to survive on the street, or in overcrowded, violence-and-disease-ridden shelters where they are often exposed to tuberculosis, HIV/AIDS and other communicable diseases. Faced with minimal community support and an almost complete lack of alternatives, many are forced back into psychiatric hospitals or wards, where they’re drugged, degraded and traumatized all over again. On the street, these survivors are easy targets for the psychiatric police. In Ontario, these agents of social control are called assertive community treatment teams (ACTTs) or Mobile Crisis Teams (each of the latter “teams” consist of a psychiatric nurse and an armed plainclothes police officer who ride around in umarked police cars). The Ontario government put these authority figures in place to enforce its draconian community treatment orders (CTOs), which authorize outpatient forced drugging and arrests of survivors refusing psychiatric “medication” or “voluntary” hospitalization (see Ch.11).

Ten years ago, at a public meeting of the Toronto City Council’s Neighbourhoods Committee, I tried to convince those in attendance that affordable and supportive housing for psychiatric survivors and other marginalized people was urgently needed – they previously acknowledged with that homelessness was a “national disaster” – a successful national campaign by the Toronto Disaster Relief Committee.  I pointed out that affordable housing should replace all psychiatric facilities, including the notorious Centre for Addiction and Mental Health (CAMH), and that government-funded housing initiatives could save not only the health and lives of thousands of survivors and others, but also millions of tax dollars every year. The response was total silence. My suggestion was apparently too controversial or radical for the city’s conservative counsellors. At the At the municipal, provincial or nationals level, there is still no affordable housing strategy in Canada, no political will.

During the last five years, fewer than five thousand affordable or “social housing” units have been built in Toronto; at least 50,000 are needed. Consider these facts provided by David Hulchanski, Professor of Housing and Community Development at the University of Toronto’s School of Social Work: 

- 140, 649: total number of people on Housing Connections centralized waiting list for

social housing [in Toronto] as of  September 30, 2010. 

- 29,917: number of children under the age of 17 on household applications for social housing; this number includes 13,190 single parents. (2)

Before deciding not to seek re-election as Toronto’s mayor in 2010, David Miller once agreed that building 3000 “social housing” units a year in Toronto was a reasonable and necessary target. However, despite their publicly voiced concerns, Miller and Toronto City Councillors (along with provincial government officials) have repeatedly and shamelessly done virtually nothing. They have been content to congratulate themselves on token housing initiatives, such as building a few hundred housing units a year or releasing a few million dollars for renovating existing, run-down rooming houses and shelters in the city core.

At community meetings preceding the 2010 municipal election, not one candidate running for Toronto City Council proposed, much less demanded, an affordable housing strategy for the city. The plight of homeless people was not and is not a priority issue. In keeping with the current political climate of callous indifference to homeless psychiatric survivors and other poor people, no target figures or housing strategies have even been discussed, much less announced, and the need for supportive housing goals and strategies for psychiatric survivors has been completely ignored - despite these widely-publicized facts:

· Well over 70,000 citizens have been on Toronto’s “social housing” waiting list for several years.

· There are currently more than 140,000 households on affordable-housing waiting lists across Ontario.

· There are currently 1.5 million homeless people, including over half a million poor children, in Canada, struggling to survive on under-funded government welfare and disability support programs that grudgingly provide single individuals with approximately $550 a month for rent. 

· Homelessness is a national disaster and national shame. (3)

A Few Non-Medical, Non-Coercive, Communit Alternatives 
Most of the existing ones are controlled by psychiatric survivors; others by a partnership between survivors and supportive health workers. These resources provide help and relief for people trying to overcome personal crises or recover from psychiatry’s “safe and effective” treatments – doctor-inflicted traumas, brain damage and other disabilities. Sadly, there are too few to allow many people to avoid psychiatric hospitalization and treatment; too few to assist us in reclaiming our lives so we can feel whole and human again. 

Support groups

Many of these groups exist in Canada, the United States and Europe, but we need many more in all communities. A genuine support group is controlled by psychiatric survivors (not professional staff such as that of the Canadian Mental Health Association, which operates “clubhouses” that promote psychiatry’s medical model). Groups must offer real emotional and social support to people going through crisis or trauma. They must encourage self-empowerment and provide peer support to combat survivors’ feelings of alienation, isolation, discrimination, and stigmatization.

On Our Own was the first grassroots self-help group in Ontario totally controlled by psychiatric survivors. It began in August 1977, in Toronto, under the name Ontario Mental Patients Association (OMPA), partly inspired by the Mental Patients Association in Vancouver. In 1980 OMPA changed its name to On Our Own, inspsired by Judi Chamberlin’s 1978 movement classic On Our Own: Patient-Controlled Alternatives to the Mental Health System (4)

Until the Ministry of Health forced its closure in 1996, based on allegations of financial and board problems, On Our Own helped to empower hundreds of people who had been dehumanized, traumatized, patronized, and stigmatized in Ontario’s “mental health” system. It provided members with:

· a drop-in where people were always welcome, and where they could feel safe

· a sense of belonging through the encouragement of participatory democracy in small groups and general meetings where every member had the right to speak and vote on policy and other issues

· a newsletter where they could share information and ideas

· computer training 

· the opportunity to learn or relearn practical business, computer and social skills, become more self-confident and reclaim their self-respect and dignity while working in The Mad Market - the first used goods store in Canada established and managed by psychiatric survivors. (5)

Sound Times Support Services
Sound Times is a Toronto-based group, one of the largest support groups in Ontario with over 400 members, has grown steadily since it was incorporated as a non-profit organization in August 1992. It’s located near the corner of Parliament Street and Dundas Street East in downtown Toronto. Like On Our Own, Sound Times is totally controlled by psychiatric survivors. It helps members find affordable housing and apply for and receive financial aid (e.g., welfare, ODSP); provides free food and clothing, computer training, peer support, legal advice and advocacy. One of its recent outreach projects is providing educational material and legal support in a class action lawsuit re the neuroleptic Zyprexa. (6)
PARC: The Parkdale Activity and Recreation Centre 

This drop-in/social agency was founded in1980 by a handful of psychiatric survivors and community worker activists who wanted to create community support for the many survivors living in the Parkdale neighbourhood in the west end of Toronto. In the wake of the failure of “deinstitutionalization,” hundreds were and still are homeless, unemployed, poor, and forced to survive on minimal financial aid such as welfare, “family benefits,” or disability allowance. PARC employs a mix of community workers and survivors; its constitution mandates that a minimum of 50% of the board of directors be survivors. PARC offers:

· emergency housing/shelter referral and assistance

· emergency food support, as well as daily meals

· emergency supplies for helping people stay warm in winter

· free showers, clothing and laundry facilities

· a warm place to sit, and people to talk to

· internet access, as well as computer assistance and training, provided by members

· volunteer support

· transportation assistance

· art supply subsidies

· outings to local cinema, along with many other activities.

PARC workers are strong advocates of affordable housing and vehement supporters of antipoverty initiatives. One of the organization’s current housing projects is Edmond Place, a resident-controlled boarding house named after Edmond Wai Hong Yu (see Chapter 12) and funded by the city, provincial and federal governments; it includes 29 “self-contained units” including 24 bachelor apartments for psychiatric survivors. (7)

24/7 walk-in crisis centres

Right now, there is no free-standing, independent 24-hr walk-in crisis centre in Toronto, despite the obvious need. People should not have to go to hospital emergency wards or clinics for non-medical crises, but they frequently do. What’s needed is a large number of community-based, non-medical crisis centres – totally separate from hospitals, emergency departments and medical clinics – that unconditionally welcome people in emotional crisis, and accept their personal problems as real and understandable, rather than medicalizing them as “symptoms of mental illness.” Since these centres would be open 24/7, people in crisis could walk in at any time of the night or day and find sympathetic workers to talk with and listen to them – instead of labelng and drugging them.

Among the real-life crises that psychiatry pathologizes, but which could be dealt with sensibly and effectively at such centres, are eviction (or the threat of eviction); grief resulting from the death of a partner or other loved one; intense fear or panic; depression, with or without thoughts of suicide or suicide attempts; loneliness/social isolation; and the effects of psychiatric drugs or drug withdrawal (see “Withdrawal Centres,” below).

Besides always being open, these crisis centres must be completely accessible, centrally located, physically comfortable, and non-threatening. They should be mainly staffed with psychiatric survivors trained in crisis or trauma counselling and street nurses; medical doctors (GPs) can serve as professional back-up, to be contacted in medical emergencies or for consultation. People of different ethnicities, including aboriginal people, should be employed at each centre – and women and men, and younger and older people, should work there – so that those who come in for help can find staff they can relate to. For the same reason, there should be workers who speak the main languages of those who live in the area.

These centres’ main objectives should be:

· to provide crisis counselling and emotional/social support;

· to provide relevant and practical health information as needed;

· to refer people to safe and supportive alternatives and resources in their own communities; and

· to prevent psychiatric treatment and hospitalization.

Staff and volunteers should be aware of community-based alternatives in the area, including safe houses, food banks, community health centres, withdrawal centres, drop-ins, community centres, housing and shopping co-ops, advocacy and support groups, organizations that help people find employment, and legal aid clinics. Referring any person to a psychiatric facility would be strictly prohibited.

Healing Houses

A “healing house” for survivors of electroshock “treatment” was one of several recommendations in the report Electroshock Is Not an Option, which came out of two days of public hearings held in Toronto in June 2005 (see The Electrohock Report, http://coalitionagainstpsychiatricassault.com). The need is particularly urgent for women shock survivors, who are disproportionately targeted for this “safe and effective treatment.” We need healing centres to help traumatized women, and women in crisis, work through and heal the trauma, the deep emotional wounds they have suffered and continue to suffer from electroshock. Although rape crisis centres exist in Canada and the United States, there are no feminist, free-standing healing centres to help these women, despite the following facts:

· A disproportionately large number of women undergo electroshock, which causes severe trauma and brain damage, including memory loss.

· Women shock survivors suffer more brain damage than men do; two to three times more women than men suffer from permanent, shock-induced memory loss (including major gaps in the memory of personal life experiences) and other instances of cognitive impairment, such as severe difficulty in concentrating, reading or learning, as well as the loss of special skills. Elderly women are particularly vulnerable in all these areas.

· Conventional psychotherapy, self-help support groups, and community rehabilitation programs do not address the special problems experienced by women shock survivors, which may include panic attacks or flashbacks that recur for months or years. (8)

The above information is not intended to minimize the plight of male shock survivors, who should also have healing houses to go to. However, women traumatized by electroshock (besides being more numerous and therefore, as a group, more urgently in need of such houses) may also have experienced abuse at the hands of men, and need their own centres where they need not be re-traumatized by the presence of men, so I believe that we need houses for women first.

Like crisis centres, these healing houses should be centrally located and physically accessible, and should exist in communities throughout Canada and the United States. They should be administered and staffed mainly by women shock survivors trained in trauma and crisis counseling, and feminist nurses. Each house should develop and enforce its own mandate or principles; staff and volunteers should validate women’s experiences and the disabilities caused by electroshock and other psychiatric abuses, and support women in their struggle for healing, emotional and social support, and self-empowerment. Non-psychiatric alternatives could include holistic therapy, massage, diet, exercise, meditation, yoga, tutoring, special skill classes, and job/career counselling. Women’s organizations, including feminist health and advocacy centres, should be approached to provide seed money and continuing funding.

Withdrawal centres

Safe houses/centres whose main purpose is to help people withdraw safely, and with appropriate support, from psychiatric drugs are desperately needed; there is no such house in Canada. These houses should be strategically located, easily accessible, and equipped with a sufficient number of beds. Coming off these powerful and addictive psychiatric drugs suddenly, and on one’s own, is too dangerous. Many survivors end up back in hospital after coming off antidepressants like Prozac and Paxil; neuroleptics like Zyprexa (olanzapine) and Risperdal (risperidone); and/or addictive “minor tranquilizers” like Xanax, Valium and Ativan. As health professionals and critics like Dr. Peter Breggin and Dr. Joseph Glenmullen have warned, suddenly withdrawing from any of these drugs is likely to trigger a “rebound effect,” making people feel and act like they’re going mad again. Do yourself or your friends a big favour by following, or encouraging them to follow, these three steps:

1. NEVER stop any psychiatric drug suddenly. 

2. ALWAYS come off the drug(s) very gradually. 

3. ALWAYS come off the psychiatric drug(s) with the best support you can get; ideally, do so under the guidance and supervision of knowledgeable and supportive friends or health professionals. 
After deciding to withdraw, you should tell a few close friends and/or relatives of your decision; make sure they support you and are available to be called or stay with you if necessary. If you are lucky, you will be able to find a health professional who is aware of this need and will make sure you get the emotional and social support, as well as the medical information, that you need to withdraw safely and gradually. Withdrawal will be hard – especially if you have been on the drug(s) for many months or years. It will involve a lot of frustration and probably several setbacks; and may take months, or even years. But it’s well worth the struggle and time. It’s your right to be drug-free, and to feel healthy, whole and human again. (9)

Berlin’s Runaway House

The Runaway House in Berlin (Weglaufhaus Villa Stöckle), founded after ten years of organizing, and lobbying government officials, has been running since 1996. Located in a residential area outside the city core, this valuable and empowering alternative provides a community refuge for psychiatric survivors and those wishing to avoid hospitalization. Residents must come on their own; medical referrals are not accepted.

Residents and workers share an antipsychiatry philosophy, and the house does not employ any psychiatrists or other doctors. The staff-resident ratio is less than 1 to 1, with ten to twelve part time workers, including a few students, and a maximum of thirteen residents. Approximately half the workers are psychiatric survivors. The age range of the residents is eighteen to sixty-five; most are in their early thirties. They can stay a maximum of three months (longer depending on the welfare authorities) but most leave after six to eight weeks. About 30 percent come directly from hospitals, more than 20 percent are homeless. The workers are selected mainly for such personal qualities as openness, flexibility, understanding, empathy, and non-judgemental attitudes, rather than for professional qualifications. The staff is non-hierarchical. There is an equal number of men and women among them, and they mainly act as “facilitators” – not counselors or therapists. Most of the time, there are always two workers in the house. They provide emotional and social support to help residents withdraw from psychiatric drugs, but no resident is pressured to withdraw. Any resident who decides to come off any drug is urged to withdraw very gradually, and is free to consult with an outside therapist or doctor for help with withdrawal if desired.

There is little, if any, formal structure in what goes on at the house. There is no therapy program; daily issues and problems are dealt with as they arise. There is no specific measure of success, but it has been noted that the longer residents stay at the house, the more likely they are to return to or find their own apartments, or to shared or supportive housing. Although some do return to hospital, the house’s success rate in terms of helping people avoid further psychiatrization has been phenomenal. (10)

Soteria

“Soteria” is the name of the Greek goddess of safety and deliverance. It is also the name of a bold social experiment: a community residence for people labelled “schizophrenic.” As such, it provides an important and much-needed alternative to psychiatric hospitals. Thanks to the leadership and wisdom of the late dissident and courageous psychiatrist Loren Mosher and his dedicated co-workers, houses called Soteria and Emanon were established in the Bay Area of California. The houses provided a non-medical, non-coercive, flexible, supportive, and humane living environment, mainly for young people diagnosed with “schizophrenia” or “acute schizophrenia.”

Were it not for Soteria, the residents would almost certainly have been hospitalized, forcibly drugged with neuroleptics and otherwise abused or tortured in psychiatric or general hospitals. Independent studies clearly showed that after one and two years, Soteria residents were healthier and more stable (“more together”) than a control group of hospitalized “schizophrenic patients,” as measured by various psychological and social interaction tests. Furthermore, 75 percent had completely and successfully withdrawn from neuroleptic (“antipsychotic”) drugs; they were proven not to need these neurotoxins.

The fact that human interaction alone proved significantly more effective than psychiatric drugs and hospitalization is hardly surprising. However, because this major finding challenged the biomedical model of the psychiatric establishment and the propaganda of the National Institute of Mental Health (NIMH), all funding had been cut off by 1983, forcing Soteria to close. 

“Soteria [and Emanon] worked … because of … the intangible and immeasurable qualities of the dedicated people who chose to work there. Soteria and Emanon staff saw the residents they were there to help as valuable, if flawed and unhappy, individuals whom they expected to improve. Probably the single most important part of why residents at Soteria became less damaged was the direct result of the relationships established among the participants – staff, clients, volunteers, students, anyone who spent a significant amount of time there…. Soteria was a homelike, nonmedical and unmedicated, normalizing place with a quiet, safe, supportive, protective, and predictable social environment.… Five charcteristics of Soteria and Emanon set them apart from the hospitals. The houses

1. avoided codified rules, regulations, and policies;

2. kept basic administration time to a minimum to allow a great deal of undifferentiated time;

3. limited intrusion by outsiders;

4. worked out social order on an emergent face-to-face basis; and

5. followed a non-medical model that did not require symptom suppression.(11) 

Other organizations

It’s important to recognize many other survivor-controlled advocacy and educational organizations such as the Empowerment Council in Toronto, and the National Empowerment Center and the National Association for Rights Protection and Advocacy (NARPA) in the United States. For many years, they have provided empowering and relevant legal advice, advocacy, court support, and grassroots education on mental health laws, as well as basic information on civil and human rights, to many self-help groups; survivors locked up, forcibly drugged and electroshocked in psychoprisons; and other brothers and sisters struggling to survive in the community. As long as psychiatry’s traumatizing and damaging procedures and dehumanizing psychoprisons continue to exist, these non-medical alternatives and many other human rights/advocacy organizations are needed. (12)

Houses – Not Psychoprisons 

All this leads me to this radical proposal:

Aabolish all psychiatric facilities, and replaeg them with decent, affordable housing and other non-medical, community-based alternatives.

In 2009, Ontario’s mental health budget was an astronomical 34 billion dollars. What a waste of money, and, more importantly, what a tragic waste of people’s health and lives! For a fraction of that cost, besides saving millions of medicare dollars, we could build thousands of affordable, low-cost houses, more housisng co-ops, healing houses, crisis and drug withdrawal centres; completely eliminate homelessness in Canada; and, above all, save thousands of lives each year. 

A world without psychiatry? Obviously, we are not there yet. However, I am hopeful that when psychiatric survivors, antipsychiatry activists, antipoverty and housing advocates, social justice and human rights activists, and other allies and supporters come together, we could become an unstoppable global movement for freedom from psychiatric oppression and for human rights, that day will come. The global Occupy Movement should inspire us. That’s a vision worth fighting for.

NOTES

1. U.S. civil rights leader Martin Luther King, Jr, excerpt from his stirring “I have a dream” speech in Washington, D.C., August 28, 1963; also worth listening to King’s speech on “creative maladjustment” on September 1, 1967: http://www.youtube.com/watch?v=nDbm6Cv6tSA&feature=related

2. Personal communication from Professor David Hulchanski (November 22, 2010). For waiting list and other affordable housing information, see http://www.housingconnections.ca; also see, http://www.housingconnections.ca/pdf/QuarterlyReports/2010/Quarterly%20Activ

ity%20Report%20-%203rd%20Quarter%202010.pdf
. My sincere thanks to Professor David Hulchanski for providing this housing information.

3. See Judi Chamberlin’s outstanding book On Our Own: Patient-Controlled Alternatives to the Mental Health System (Hawthorn, 1978; Mind, 1988); see esp, Ch.4 “Alternatives and False Alternatives,” and Ch.6, “Inside the Mental Patients’ Association.”

4. For personal stories of homelessness and its devastating effects on survivors and grassroots activism in Toronto, see C. Crowe (2007), Dying for a Home:Homeless Activists Speak Out. Cathy Crowe is a street nurse in Toronto and co-founder with Beric German of the Toronto Disaster Relief Committee, see its “1% Solution,” http://tdrc.net/1-solution; re homelessness in Canada, see also, Sheila Baxter (1991). Under the Viaduct: Homeless in Beautiful B.C.; for well-researched critiques of the housing crisis and city solutions, see David Hulchanski and Michael Shapcott, eds (2004). Finding Room: Policy Options for a Canadian Rental Housing Strategy; also M. Connelly (2003) Shelter From the Storm [film/video], Canada:Brink Inc.; 

re many successful antipoverty and housing actions and victories, see OCAP, see www.ocap.ca.; also see, my article “Nameless-Homeless – Affordable housing—if not now, when?”, July 12, 2011 [online] http://rabble.ca/news/2011/07/nameless-and-homeless-affordable-housing-if-not-now-whenin 

5. My article, “On Our Own: A Self-Help Model” provides a short historical account of the early years of On Our Own; see Phoenix Rising, vol.3 no.4 (Spring )1983, it’s available online as a pdf document www.psychiatricsurvivorarchives.com. 

6. Sound Times Support Services - see http://www.soundtimes.com/contact.html, see also: http://www.soundtimes.com/services.html; re Zyprexa class action, see http://www.soundtimes.com/zyprexaclassaction/

7. For more information about Edmond Place and PARC, see http://edmondplace.ca/about/. Edmond Place is named after Edmond Wai Hong Yu, a homeless psychiatric survivor shot and killed by Toronto Police on February 20, 1997; for more information, see Ch.11,“Deaths/Inquests/Coverups.” Memorials for Edmond Yu and other homeless psychiatric survivors have been held annually in Toronto during the last 15 years. 

8. B. Burstow (2006). Electroshock as a Form of Violence Against Women. Violence Against Women, vol.12, no.4, 372-392; see also, Understanding and Ending ECT: A Feminist Perspective. 

Canada Woman Studies. Vol.25, nos.1,2, 115-122. As a trauma specialist, Dr. Burstow discusses psychological trauma as a common effect of electroshock. 

9. Re safe withdrawal information, see Peter Breggin and David Cohen, Your Drug May Be Your Problem, 1999, ch.10; Joseph Glenmullen, Prozac Backlash, 2001, ch.2; and Peter Lehmann (ed). Coming Off Psychiatric Drugs, 1998 - it includes many personal stories of struggle and success by psychiatric survivors.

10. http://www.weglaufhaus.de/literatur/ma/runaway_house.html; Iris Holling, “The Berlin Runaway House –Three Years of Antipsychiatry Practice,” Changes: An International Journal of Psychology and Psychotherapy, vol.17, no.4 (Winter), 278-298; Petra Hartmann & Stefaen Braunling, “Finding Strength Together – The Berlin Runaway House,” in P. Stastny & P.Lehmann (eds). Alternatives Beyond Psychiatry, 2007, pp.188-199.

11. See Loren R. Mosher, Voyce Hendrix, and Deborah C. Fort. Soteria: Through Madness to Deliverance, Xlibris Corporation, 2004, pp.267-268; also Loren Mosher. “Non-hospital, non-intervention with first episode psychosis,” In J. Read, L.R. Mosher, & R.P. Bentall. Models of Madness: Psychological, Social and Biological Approaches to Schizophrenia. Brunner-Routledge, 2004, pp.349-364.

12. For an upated list of psychiatric survivor-led organizations that are sponsors or affiliates of MindFreedom International, a coalition of 100 human rights organizations in 14 countries that advocate resistance against all forced psychiatric procedures and human rights for all survivors and other people incarcerated in psychiatric facilities, see http://www.mindfreedom.org/as/mfi-sponsor-affiliate-public-list.

Appendix 1

Declaration of Principles 
The Tenth Annual International Conference on Human Rights and Psychiatric Oppression, held in Toronto, Canada on May 14-18, 1982, adopted the following principles:

 1. We oppose involuntary psychiatric intervention including civil commitment and the administration of psychiatric procedures (“treatments”) by force or coercion or without informed consent. 

2. We oppose involuntary psychiatric intervention because it is an unethical and unconstitutional denial of freedom, and the right to be let alone. 

3.We oppose involuntary psychiatric intervention because it is a violation of the individual’s right to control his or her own soul, mind and body. 

4. We oppose forced psychiatric procedures such as drugging, electroshock, psychosurgery, restraints, solitary confinement, and "aversive behaviour modification." 

5. We oppose forced psychiatric procedures because they humiliate, debilitate, injure, incapacitate and kill people. 

6. We oppose forced psychiatric procedures because they are at best quackery and at worst torture, which can and do cause severe and permanent harm to the total being of people subjected to them. 

7. We oppose the psychiatric system because it is inherently tyrannical. 

8. We oppose the psychiatric system because it is an extra-legal, parallel police force which suppresses cultural and political dissent.

9. We oppose the psychiatric system because it punishes individuals who have had or claim to have had spiritual experiences and invalidates these experiences by  disparaging them as symptoms of mental illness. 

10. We oppose the psychiatric system because it uses the trappings of medicine and science to mask the social-control function it serves. 

11. We oppose the psychiatric system because it invalidates the real needs of people by offering social welfare under the guise of psychiatric “care and treatment.”

12. We oppose the psychiatric system because it feeds on the poor and powerless, the elderly, women, children, sexual minorities, people of color and ethnic groups. 

13. We oppose the psychiatric system because it creates a stigmatized class of society which is easily oppressed and controlled. 

14. We oppose the psychiatric system because its growing influence in education, the prisons, the military government, industry and medicine threatens to turn society into a psychiatric state made up of two classes: those who impose "treatment" and those who have or are likely to have it imposed on them. 

15. We oppose the psychiatric system because it is similar to the inquisition, chattel slavery and the Nazi concentration camps. 

16. We oppose the medical model of mental illness because it justifies involuntary psychiatric intervention including forced drugging. 

17. We oppose a medical model of mental illness because it dupes the public into seeking or accepting "voluntary" treatment by fostering the notion that fundamental human problems, whether personal or social, can be solved by psychiatric means. 

18. We oppose the use of psychiatric terms because they substitute jargon for plain English and are fundamentally stigmatizing, demeaning, unscientific, mystifying and superstitious. Examples: 

     PLAIN ENGLISH… PSYCHIATRIC JARGON

     Psychiatric inmate...  Mental Patient
     Psychiatric institution... Mental Health Centre 
     Psychiatric system... Mental Health System
     Psychiatric procedure... Treatment/Therapy 
     Personal or social difficulties in living... Mental illness
     Socially undesirable characteristic or trait... Symptom
     Drugs... Medication
     Drugging... Chemotherapy
     Electroshock... Electro-convulsive therapy
     Anger... Hostility 
     Enthusiasm... Mania
     Joy... Euphoria 
     Fear... Paranoia
     Sadness/Unhappiness... Depression
     Vision/spiritual experience... Hallucination
     Non-conformity... Schizophrenia
     Unpopular belief... Delusion
19. We believe that people should have the right to live in any manner or lifestyle they choose. 

20. We believe that suicidal thoughts and/or attempts should not be dealt with as a psychiatric or legal issue.

21. We believe that alleged dangerousness, whether to oneself or others, should not be considered grounds for denying a person liberty, and that only proven criminal acts should be the basis for such denial. 

22. We believe that persons charged with crimes should be tried for their alleged criminal acts with due process of law, and that psychiatric professionals should not be given expert-witness status in criminal proceedings or courts of law. 

23. We believe that there should be no involuntary psychiatric interventions in prison and that the prison system should be reformed and humanized. 

24. We believe that so long as one individual’s freedom is unjustly  restricted  no one is truly free.

25. We believe that the psychiatric system is, in fact, a pacification programme controlled by psychiatrists and supported by other mental health professionals, whose chief function is to persuade, threaten, or force people into conforming to established norms and values.

26. We believe that the psychiatric system cannot be reformed but must be abolished.

27. We believe that voluntary networks of community alternatives to the psychiatric system should be widely encouraged and supported. Alternatives such as self-help or mutual support groups. Advocacy/rights groups, co-op houses, crisis centers and drop-ins should be controlled by the users themselves to serve their needs, while ensuring their freedom, dignity and self-respect. 

28. We demand an end to involuntary psychiatric intervention.

29. We demand individual liberty and social justice for everyone.

30. We intend to make these words real and will not rest until we do.

Appendix 2
Resistance Against Electroshock:A Short Chronology (Draft)

Compiled by Don Weitz

 
· 1982, May 17: Sixteen psychiatric survivors from the United States carry out nonviolent civil disobedience: a sit-in at the Sheraton Centre Hotel in Toronto to protest the forced treatment (including forced electroshock) practices and policies of the American Psychiatric Association (APA) during its Annual Meeting. The sit-in is part of a counter-conference of the International Conference on Human Rights and Psychiatric Oppression organized by On Our Own in Toronto – the first time this annual conference is held outside the United States. All protesters are arrested and released the same day.  

· 1982, November 2: In Berkeley, California, shock survivors and other activists protest the massive electroshocking of “patients” at Herrick Hospital and other psychiatric facilities. The (US) Coalition to Stop Electroshock succeeds in putting a shock ban referendum (Measure T) on the city ballot — 61% vote to ban electroshock in Berkeley after the Coalition collects 2,452 names on a petition. This referendum marks the only time US citizens are allowed to vote on electroshock or any psychiatric procedure in a city election. Tragically, the California State Supreme Court overturns the shock ban 41days later, and Herrick immediately resumes shocking patients. (1) 

· 1983, May 1: At the Annual Meeting of the APA in New York City, former US Attorney General and human rights advocate Ramsey Clark tells the psychiatrists: “Electroshock is violence.” 

· 1983, May 23-24: During the 11th Annual International Conference for Human 
Rights and Against Psychiatric Oppression in Syracuse, New York, nine psychiatric 
survivors block the front doors of Benjamin Rush Psychiatric Center as an act of 
non-violent civil disobedience; all are arrested and released the same day. Three years later, Benjamin Rush stopped electroshocking patients. 

· 1983, October 21: The Ontario Coalition to Stop Electroshock organizes the Canada’s first Public Forum on Electroshock and Other Crimes of Psychiatry. Several shock survivors and supporters testify against shock at Toronto City Hall. Rogers TV broadcasts the event. 

· 1983, October 22: North American Day of Protest Against Electroshock. Survivor, anti-psychiatry and human rights groups in Denver, San Francisco, Boston, Syracuse, and Toronto carry out demonstrations, vigils, rallies and educational events. In Toronto, some 30 former inmates and supporters march and protest in front of the Clarke Institute of Psychiatry, Ontario’s “shock shop.” (2) 
· 1983, December 1-2 Toronto: The shock case of “Mrs. T,” whose psychiatrist and a review board threatened to shock her against her will, is heard in the Ontario Supreme Court. Electroshock survivor and lawyer Carla McKague advocates for “Mrs T”; she argues that electroshock is a form of psychosurgery as defined in Ontario’s Mental Health Act, since both cause brain damage. Our side loses, but “Mrs.T” escapes being electroshocked after being referred to a doctor who promises not to shock her. This first shock case in Canada sparks national media and political concern over electroshock. Ontario NDP leader Bob Rae exclaims in the legislature that he didn’t know ECT could be forced on anyone. A few years later, Ontario’s Health Care Consent Act is amended to prohibit electroshock without informed consent  – a significant victory on paper, but the stipulation of informed consent continues to be ignored in practice. (3) 

· 1984, January 17: At a public meeting of the Toronto Board of Health, seven members of the Ontario Coalition to Stop Electroshock convince the Board to call a moratorium on electroshock in Ontario. The Board’s decision marks the first time in Canada that a health body raises concern over and tries to restrict electroshock. However, Health Minister Keith Norton refuses to enforce the moratorium motion. 

· 1984, July 3-6: Three Coalition members stage a sit-in at Health Minister Norton’s office, requesting that Norton come out to meet with and refusing to leave unless he does so. He refuses, and security guards force the peaceful protesters out of the building. They all return on two consecutive days; the guards force them out again. On July 6, the Coalition issues a press release criticizing Norton and demanding he appoint a shock survivor to the ECT panel. One or two months later, Norton appoints Carla McKague to the 16-member ECT Committee; she is the only survivor on this medical/psychiatry-dominated committee, and the only member advocating abolition. 

· 1984, October 7, 14, and 21: Since neither the Toronto City Council nor the Ontario  government calls for public hearings on electroshock, the Ontario Coalition to Stop Electroshock organizes three days of public hearings at Toronto City Hall. Approximately fifty people – predominantly survivors and a few of their relatives– give moving testimony about the devastating effects of permanent memory loss and brain damage on their lives. All but one survivor urge a total ban. For an excellent report of these public hearings, see Emmeline Froede and Steve Baldwin, “Toronto public hearings on electroshock: Testimonies from ECT survivors – Review and content analysis,” International Journal of Risk & Safety in Medicine, vol. 12 (1999), pp. 181-192. 

· 1986, October 8: Several members of the Ontario Coalition to Stop Electroshock, human rights activist Kathleen Ruff and NDP justice critic Svend Robinson speak out against Canada’s Mulroney government on Parliament Hill in Ottawa. They protest against the government for refusing to compensate the Canadian victims of psychiatrist Ewen Cameron’s brainwashing experiments (see Chapter Five).

 

· 1988, May 2: During another anti-shock demonstration organized by the Coalition in front of Toronto’s Clarke Institute of Psychiatry, the Toronto police charge survivors Jack Wild and Don Weitz with “trespassing/refusing to leave premises when directed.” The two are arrested after trying to hand out accurate shock information to patients on one of the wards during visiting hours, and refusing to leave while staging a sit-in. Many copies of the Coalition’s pamphlet “Your Right to Know the Truth About Electroshock” are handed out to people on the street to combat the misleading and inaccurate “ECT Guidelines/Patient Information” published by the Ontario government’s Ministry of Health. 

· 1989, January 28: Resistance Against Psychiatry (RAP), a new anti-psychiatry group that succeeds the Ontario Coalition to Stop Electroshock, organizes a protest against the Ontario Psychiatric Association (OPA) inside and outside Toronto’s Sheraton Hotel, where the OPA is holding its annual meeting. Electroshock, forced drugging and diagnostic labeling are targeted. Demonstrators carry signs reading: “Drugs kill the will to live,” “Electroshock kills the memory” and “Labels destroy dignity,” and chant, “People have died, shrinks have lied, psychiatry is genocide!” Among the protesters are shock survivors, AIDS activists, lesbian and gay liberationists and members of the Alliance for Nonviolent Action and of prisoners’ rights groups. 

· 1990, May 14: About fifty people protest in front of the Clarke, where more than a thousand people have been shocked over the past ten years; the protest is co-organized by Phoenix Rising and the Ontario Psychiatric Survivors Alliance, and endorsed by RAP. 

· 1993, August 10: Prisoner Justice Day. About seventy-five psychiatric survivors and supporters protest in front of the Queen Street Mental Health Centre, where manyh thousands of patients – including On Our Own member and shock survivor Mel Starkman – are locked up, forcibly drugged, physically restrained and subjected to solitary confinement (“seclusion”). RAP organizes the protest. Mel is finally released two years later, in 1995. 

· In 1993  the Texas Legislature passed a detailed ECT law (ch.578 in its Health and Safety Code) that regulates and restricts electroshock; it features very specific criteria of informed consent to ECT and mandatory reporting provision. These regulations a) prohibit administering electroshock to any person under 16 years of age; b) prohibit administering electroshock to any person labeled involuntary patient and/or incompetent unless consented to by a legal guardian; c) establishes specific criteria of informed consent (e.g." the nature, degree, duration, and probability of the side effects and significant risks of the treatment commonly known by the medical profession, especially noting the possible degree and duration of memory loss, the possibility of permanent irrevocable memory loss, and the possibility of death.."); d) establishes equipment safety and registration standards for shock machines'; e) orders hospitals to submit quarterly reports including: numbers of voluntary and involuntary patients, total and average numbers of ECTs administered in each hospital and outpatient ECTs administered by private physicians, and adverse effects including physical injuries, memory loss, and death--autopsy findings must be reported if death occurred within 14 days following the last ECT; and f) orders all reports submitted to the Texas State Department of Mental Health.

· 1996, March: Nurse Stacie Neldaughter is fired for speaking out against ECT and trying to protect the rights of elderly patients (mainly women) electroshocked without informed consent in St. Mary’s Hospital in Madison, Wisconsin. The Wisconsin Board of Nursing soon revokes her nursing license, despite public protests and letters written to support her fight for reinstatement; she loses a court appeal. Her fight sparks an independent investigation by the Wisconsin Coalition for Advocacy, which finds “serious deficiencies” in informed consent to electroshock in the hospital. 

· 1997: Eighty-one-year-old Illinois nursing home resident Lucille Austwick, “the Rosa Parks of electroshock” refuses shock after a psychiatrist pressures her to consent. The Illinois Office of Advocacy and Guardianship and Support Coalition International support her case. An appellate court judge rules in favour of Austwick’s right to refuse ECT – a precedent-setting judgment. 

· 1997: Psychiatrist Peter Breggin calls for a shock ban in book Brain-Disabling Treatments in Psychiatry.
· 2000, November: Approximately seventy-five survivors and supporters demonstrate in front of the Centre for Addiction and Mental Health in Toronto. Organized by RAP, the protest targets electroshock and the Ontario government’s provision for Community Treatment Orders, a new amendment to Ontario’s Mental Health Act authorizing forced drugging and other psychiatric treatment in the community. 

· 2005, April 9-10: The Coalition Against Psychiatric Assault (CAPA) holds its first public hearings on electroshock in the Toronto City Hall Council Chambers. Only shock survivors are invited to speak. An independent panel facilitates the testimony and writes a report, Electroshock Is Not a Healing Option, based on survivor testimony. The full report and all survivor testimonies are posted on the CAPA site, http://capa.oise.utoronto.ca. 

· 2005 (June): Nurse Peggy Salters is awarded $635,000 in an ECT malpractice suit in Columbia, South Carolina – the first successful shock malpractice case in the United States. Salters sued the doctor for medical negligence which permanently disabled her. Dr. Peter Breggin was the expert witness. 

· 2006, April 24: The Coalition for the Abolition of Electroshock in Texas organizes a public rally and march to protest electroshock and demands that Seton Shoal Creek Hospital in Austin, Texas stop shocking patients. An excerpt from a Mission Statement on its website reads, “Our mission is to abolish electroshock in Texas, and we won’t rest until we do.” 

· 2007, May 13: On Mothers Day, three anti-shock demonstrations are simultaneously held in Toronto, Montreal and Cork, Ireland with the theme “Stop Shocking Our Mothers and Grandmothers.” These protests highlight the fact that women, particularly elderly women and young women diagnosed with “postpartum depression,” are the chief targets of electroshock. They also reflect the historic fact that the movement to abolish electroshock is becoming international. Dr. Bonnie Burstow reads her Mother’s Day Proclamation. (4) (See reports on http://coalitionagainstpsychiatricassault.com; see also Chapter Four.)

· 2008, May: Once again, three anti-shock protests are held in three different cities on or close to Mothers Day. This time, the protests take place in Montreal (organized by the Comité Pare-Chochs [in collaboration with Action Autonomie, le Collectif Pour la Defense des Droits en Santé Mentale de Montreal, Ottawa (organized by the International Committee to Ban Electroshock) and Cork, Ireland (organized by MindFreedom Ireland).

· 2009, January: Shock survivor and anti-shock activist Linda Andre publishes Doctors of Deception: What They Don’t Want You to Know About Shock Treatment (Rutgers University Press). This brilliant and comprehensive critique and exposé of lies told by psychiatrists, shock machine manufacturers, the American Psychiatric Association and the mainstream media also includes an account of Linda’s personal shock experiences. 

· 2009, May: On May 10 – Mothers Day – “Stop Shocking Our Mothers and Grandmothers” protests are held in Toronto and Montreal. On May 11, NDP-MPP Cheri DiNovo introduces a private member’s bill in the Ontario legislature to de-fund ECT in all public hospitals in Ontario, and holds a press conference that includes CAPA members Bonnie Burstow, Mel Starkman and Don Weitz. On May 31, MindFreedom Ireland organizes a similar protest in Cork, Ireland.  

· 2010, May: The fourth “Stop Shocking Our Mothers and Grandmothers” march and protest are held as a post-conference event on May 9 (Mothers Day), one day after the end of PsychOUT: A Conference for Organizing Resistance Against Psychiatry (May 7 and 8). A number of anti-psychiatry activists and shock survivors from Canada, Ireland, Germany and the United States speak out. The previous day, conference participants unanimously voted to accept an anti-shock resolution, and Cheri DiNovo again promises to fight for her anti-shock bill in the Ontario Legislature and continue speaking out against electroshock; CAPA strongly supports her bill. (4) A similar protest is organized and held by MindFreedom Ireland in Cork, Ireland on May 30. 
· Shock survivor and author Linda Andre publishes her critically- acclaimed book Doctors of Deception: What They Don’t Want You To Know About Electroshock. Andre’s book exposes numerous lies of the shock promoters (e.g.,Max Fink, Richard Abrams, Harold Sackeim). Andre brilliantly documents the many risks and adverse effects of  electroshock, including brain damage and death.

· 2011 (January): Elizabeth K. Ellis, a 67-year-old  teacher with an MA degree in counseling, was forcibly subjected to over 12 outpatient electroshocks in Minnesota. Ms. Ellis consistently and competently refused ECT and once refused  to show up for a scheduled ECT. A few weeks later, she was involuntarily committed, forcibly drugged, but continued refusing electroshock while incarcerated in Anoka Psychiatric Hospital. She was finally released in May following strong protests from MindFreedom International, other advocacy and human rights organizations, and activists in the United States and Canada. 

 

· 2011, January 27-28:  The Medical Devices Review Panel of the United States government’s Food and Drug Administration held 2 days of public hearings in Gaithersburg, Maryland re the reclassification of shock machines. Since 1978, the FDA has classified these medical devices in Class-III, unsafe or hazardous, despite years of intense lobbying by the American Psychiatric Association to reclassify them as safe in Class-II. The FDA or Health Canada has never tested these machines, capable of delivering up to 400-500 volts of electricity, for their medical safety. Thanks to the oral and written testimonies of many critics, including electroshock survivors and dissident health professionals, the FDA Panel ruled to continue classifying the machines in class-III, its high risk class, and recommended ”vigorous testing” of the machines in the future. For reports of these historic hearings, see http://psychroaches.blogspot.com/2011_01_01_archive.html;  also see, John Breeding, A Battle in Gaithersburg: January 27-28, 2011, FDA Hearings on Reclassification of Electroshock Machines
· May 7: Mother’s Day March and Rally/Stop Shocking Our Mothers and Grandmothers Demonstrators march toward and rally at Queen’s Park. Approximately fifty people participate. Despite misleading media reports, these facts remain unchanged:

· ECT damages brain tissue and impairs memory. 

· Women and the elderly are the primary targets of ECT, representing over 70% of those subjected to it.

· ECT is ineffective and causes significant neurological damage, trauma, and memory loss

We continue to call upon the province to put a stop to ECT, or withdraw public funding
.
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 “Verdict of the Foucault Tribunal.”(1999) [video] produced by Hagai Aviel, public tribunal & jury verdict on coercive psychiatry in Berlin, contact iaapa@hotmail.com

“When Women End Up in Those Horrible Places”/Parts1-2 (1994)[video & dvd]. produced by Bonnie Burstow, b&w,120 min. contact: bburstow@oise.utoronto.ca

Additional Recommended Reading and Viewing

Peter Breggin (2008). Medication Madness: The Role of Psychiatric Drugs in Violence, Suicide and Murder (New York: St. Martin’s Press).

Leonard Roy Frank (2005). “A Prescription for Diabetes, Disease and Early Death.” 

Street Spirit, vol.11 no.8 (August), pp.7, 19 (an expose of Zyprexa).

Bruce Levine (2004). “Eli Lilly, Zyprexa, and the Bush Family,” Z Magazine (May). 

Jeff Myers and Bonnie Burstow (2006). Co-producers, “Bombarded by Drugs” [DVD]. Toronto: Coalition Against Psychiatric Assault; see also, “personal narratives,” http://capa.oise.utoronto.ca. Testimony of psychiatric survivors during public hearings in Toronto on April 2-3, 2005.

The Fifth Estate/CBC Television, (Nov. 12, 2003). “Little Helpers,” a critical documentary on the effects of antidepressants (Hana Gartner host).

Don Weitz. (1991).”Chemical Lobotomies.” Canadian Dimension (April-May).

Websites:

coalitionagainstpsychiatricassault.wordpress.com

ect.org

endofshock.com

enusp.org

foucault.de
iaapa.ch

intcamp.wordpress.com/ 

mindfreedom.org

mindfreedom.org/campaign

psychiatricsurvivorarchives.com

psychrights.org

wnusp.net http://web.archive.org/web/20010424105330/www.walnet.org/llf/
http://www.antipsychiatry.org/25reason.htm

Appendix 4
25 GOOD REASONS TO ABOLISH PSYCHIATRY*

by Don Weitz

1. Because psychiatrists frequently cause harm, permanent disabilities, death - death of the body-mind-spirit.

2. Because psychiatrists frequently violate the Hippocratic Oath which orders all physicians "First Do No Harm."

3. Because psychiatrists patronize and disempower people, especially their patients.

4. Because psychiatry is not a medical science.

5. Because psychiatry is quackery, a pseudo-science which lacks independent diagnostic tests, testable hypotheses, and cures for "schizophrenia" and all other types of alleged "mental illness" or "mental disorder".

6. Because psychiatrists can not accurately and reliably predict dangerousness, violence, or any other type of human behaviour, yet make such claims as "expert witnesses", and with the media promote the "dangerous mental patient" myth/stereotype.

7. Because psychiatrists have caused a worldwide epidemic of brain damage by promoting and prescribing brain-disabling treatments such as the neuroleptics, antidepressants, electroconvulsive brainwashing (electroshock), and psychosurgery (lobotomy).

8. Because psychiatrists manufacture hundreds of "mental disorders" classified in its bible called "Diagnostic and Statistical Manual of Mental Disorders" (a modern witch-hunting manual); such "mental disorders" and "symptoms" are in fact negative, class-and-culturally-biased moral judgments for dissident ways of coping with personal problems and alternative ways of perceiving, interpreting or being in the world.

9. Because psychiatrists, blinded by their medical model bias, fraudulently pathologize and label people's serious life or existential crises as "symptoms" of "mental illness" or "mental disorder" such as "schizophrenia","bipolar affective disorder", and "personality disorder".

10. Because psychiatrists compound this fraud by falsely claiming, without scientific proof, that these "mental disorders" are caused by a "biochemical imbalance" in the brain, genetic factors or "genetic predispositions", despite the fact that there are no genetic factors in "mental illness".

11. Because psychiatrists frequently misinform their patients, families and the public by claiming that brain-disabling procedures such as the neurotoxins (e.g.,"antipsychotic medication" and "antidepressasnts"), electroconvulsive brainwashing (electroconvulsive therapy/"ECT"), psychosurgery (lobotomy) and other behaviour modification-mind control procedures are "safe, effective and lifesaving".  The exact opposite is tragically true.

12. Because psychiatrists routinely deceive or lie to patients, prisoners, their families, and the public.

13. Because psychiatrists routinely and willfully violate the medical-ethical principle of "informed consent" by misinforming or not informing their patients about the numerous toxic, disabling and frequently permanent effects of the neuroleptics such as memory loss, tardive dyskinesia, tardive psychosis, parkinsonism, dementia (all signs of brain damage), and death.

14. Because psychiatrists routinely threaten, intimidate or coerce many patients - particularly women, children, the elderly, and prisoners - into consenting to health-threatening/brain-damaging "treatment" such as the antidepressants, neuroleptics, electroconvulsive brainwashing, and hi-risk experiments.

15. Because psychiatrists frequently fail to fully inform psychiatric inmates and prisoners about existing safe and humane, non-medical alternatives in the community such as survivor-controlled crisis centres, drop-ins, self-help or advocacy groups, diet, massage, wholistic medicine, affordable supportive housing, and jobs.

16. Because psychiatrists are sexist in frequently stereotyping women in crisis as "hysterical" or "over-emotional", blaming women whenever they voice real complaints and assertively express their feelings and emotions, prescribing massive doses of tranquilizers and antidrepressants to disproportionately large numbers of women, and in sexually assaulting women in their offices and institutions.

17. Because psychiatrists, particularly white male psychiatrists, are homophobic - the American Psychiatric Association (APA) once labelled homosexuality as a "mental illness" or "mental disorder" - and have used forced electroshock on lesbians, trying to coerce them into adopting a heterosexual life style.

18. Because psychiatrists are ageist in prescribing tranquilizers, antidepressants ("medication") and electroconvulsive brainwashing for disproportionately large numbers of elderly people - a form of elder abuse.

19. Because psychiatrists are racist in disproportionately incarcerating and drugging people of African descent, aboringal people, other people of colour and labelling them "psychotic" or "schizophrenic".

20. Because psychiatrists routinely violate people's civil rights, human rights and constitutional rights such as imprisoning innocent people without court trial or public hearing ("involuntary commitment"), and subjecting them to cruel and unusual punishments or tortures such as forced drugging, electroconvulsive brainwashing, psychosurgery, solitary confinement, "chemical restraints", and 4-point or 5-point restraints.

21. Because psychiatrists masterminded the mass murder of hundreds of thousands of vulnerable people including disabled children, the elderly and psychiatric patients during The Holocaust in Nazi Germany, and "selected" hundreds of thousands of concentration camp prisoners for death ("T-4 euthanasia" program) - historical facts still missing in psychiatric textbooks and histories.

22. Because psychiatrists have willingly participated in and administered mind-control experiments in the United States and Canada since the early 1950s - its chief targets have been poor patients, women, dissidents and prisoners.

23. Because psychiatry, particularly institutional-biological psychiatry, is based on the 3 Fs: Fear, Fraud,and Force.

24. Because psychiatry is a form of social control or punishment - not treatment.

25. Because psychiatry, particularly institutional-biological psychiatry, is fascist - a direct threat to democracy, human rights and life.

* This statement is a slightly revised version of the original written in Spring 1998. 

It is published by Wendy Funk in her book "What DifferEnCe Does IT Make?" The Journey of a Soul Survivor. Vancouver: Wild Flower Publishers,1999, pp.159-161. PLEASE SNOWBALL, COPY AND PUBLISH THIS STATEMENT INCLUDING THS NOTE. NO COPYRIGHT OR PERMISSION REQUIRED.
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