
Forced Drugging Defense Package 
 

Background 

On March 4, 2008, in connection with the MindFreedom Shield Program, PsychRights and 
MindFreedom International announced a Task Force on Mental Health Legal Advocacy & 
Activism to help people facing the horrors of forced psychiatric drugging and electroshock.  As 
set forth in the law review article, Involuntary Commitment and Forced Psychiatric Drugging in 
the Trial Courts: Rights Violations as a Matter of Course, by Jim Gottstein of PsychRights, 25 
Alaska L. Rev. 51 (2008), "lawyers representing psychiatric respondents interpose little, if any, 
defense and are not discovering and presenting to judges the evidence of the harm to their 
clients."  In addition to lawyer indifference, most appointed lawyers do not have funding to 
obtain expert testimony even when they might want to do a good job for their clients.   

To address this problem, PsychRights developed a Forced Drugging Defense package, including 
affidavits of Robert Whitaker,1 Peter C. Gøtzsche MD,  and Grace E. Jackson, MD., PsychRights 
filed in a couple of forced drugging cases, and has developed a generic set of pleadings 
incorporating this testimony.2  Jim writes about using these affidavits in his book, The Zyprexa 
Papers. 

The Generic Pleadings 

There are three generic pleadings that have been prepared, plus a Certificate of Service as part of 
this package: 

1. Motion and Memorandum for Summary Judgment 
2. Motion for Stay Pending Appeal 

a. Order Granting Stay Pending Appeal 
3. Motion for Appointment of Psychopharmacology Expert  
4. Certificate of Service 

The best thing is to have your lawyer, if you have one, take these generic pleadings and include 
citations to the law in your state and also adapt the pleadings to fit the specific facts in your case.  
For this reason, a Microsoft Word version of the pleadings is available.  Recognizing, however, 
that appointed lawyers rarely effectively represent their clients in these cases, the pleadings are 
designed for people to just use by filling in the blanks. 

(A) Motion and Memorandum for Summary Judgment 

As a general rule, one is entitled to "summary judgment," if based on written testimony, "there is 
no genuine issue as to any material fact and that the moving party is entitled to judgment as a 
matter of law."  This basically means the facts that matter are not in dispute and the law is clear 
that the person should win based on those undisputed facts.  Once a summary judgment motion 
is filed with supporting written testimony, the opposing party has to submit sufficient written 
testimony to create a "genuine" factual dispute(s) that needs to be resolved in order to defeat the 
summary judgment motion.  In other words, if the other side doesn't present sufficient testimony 
in opposition to the Whitaker and Jackson testimony, the summary judgment motion should be 

 
1 A version of Robert Whitaker's affidavit with hyperlinks to all of the references (except books) is available at 
http://psychrights.org/Litigation/WhitakerAffidavit.pdf.  
2 Neither the Law Project for Psychiatric Rights, nor Mr. Gottstein are acting as anyone's attorney with respect to 
this Forced Drugging Self-Help Defense Package and are not providing legal advice to anyone through it. 
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granted.  However, the judges in these types of cases tend to ignore the law so don't be surprised 
if the summary judgment motion isn't granted, even if the other side doesn't come in with any or 
enough competent testimony.   

That's the reason for the next pleading, the motion for stay pending appeal.   

(B) Motion for Stay Pending Appeal 

The motion for stay pending appeal is to try and keep a forced drugging order from going into 
effect while an appeal is being taken in the event the force drugging petition is granted, i.e., the 
motion for summary judgment fails and the person also loses after the hearing.  The grounds for 
the motion is that the person will face irreparable harm.  As with all three pleadings, the 
Whitaker, Gøtzsche, and Jackson written testimony provide the factual basis.  A copy of an 
Alaska Supreme Court order granting a stay pending appeal based at least in part on the 
Whitaker and Jackson written testimony is attached to this motion to try and get the trial court to 
take it seriously.3 

There is also a proposed order, which many courts require to be filed with a motion.  This order 
provides that the stay will terminate if no appeal is filed.   

There are circumstances where a stay pending appeal may not make sense.  One of those might 
be an outpatient commitment continuation petition in New York under what is popularly known 
as "Kendra's Law."  In that circumstance, the current outpatient commitment order stays in place 
while the continuation petition is pending.  In such a situation a stay of the new order wouldn't 
affect the existing order. 

(C) Motion for Appointment of Psychopharmacology Expert 

The third pleading is also designed to address the situation if the motion for summary judgment 
is not granted.  One of the problems people facing these forced drugging orders have is that they 
virtually never have access to any expert testimony on their behalf.  The motion for summary 
judgment presents such testimony, but if it is unsuccessful, one needs to have someone testify at 
the hearing/trial.  The Whitaker, Gøtzsche, and Jackson written testimony demonstrates there are 
serious problems with the forced drugging petition, both as to best interests and that there are 
less intrusive/less harmful ways to help people.  The grounds for the motion for the appointment 
of a psychopharmacology expert (chosen by the person facing the forced drugging petition) is 
that without such an expert, the trial can not possibly be a fair one. 

(D) Certificate of Service 

Copies of everything that is filed needs to be given to the other party(ies) in a case, which is 
called being "served".  The Certificate of Service lets the court know who has been "served" 
(copied) with the documents and is required.  The name(s) and address(es) of the other side's 
attorney should be filled in (along with all the caption information). 

 
3 Dr. Jackson also testified telephonically at the hearing.  This testimony can be found at 

https://psychrights.org/States/Alaska/CaseXX/3AN-08-493PS/14may08bigley.pdf.  There is also 
a discussion of Mr. Whitaker being an expert at the analysis of clinical trials and Dr. Jackson 
testifying that Mr. Whitaker's testimony is "a very clear and accurate presentation" (page 4/112)  
Submitting this transcript could also be useful.                                                           Last modified 1/29/2025 

https://psychrights.org/States/Alaska/CaseXX/3AN-08-493PS/14may08bigley.pdf
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IN THE _______________ COURT, STATE OF __________________ 
 
_____________________________ ) 
_____________________________ )  Case No. ____________________ 
_____________________________ ) 
      ) 
      ) 
 

MOTION & MEMORANDUM FOR SUMMARY JUDGMENT 

__________________________________ (Movant) hereby moves for summary 

judgment against being forced to take psychotropic medication(s) against Movant's will.   

In support of this motion, filed contemporaneously herewith, is the written 

testimony of Robert Whitaker, Peter C. Gøtzsche MD, and Grace E. Jackson, MD, in the 

form of certified copies of affidavits. 

Robert Whitaker's written testimony establishes that:  

(a) Neuroleptics, also called antipsychotics, increase the likelihood that a 
person will become chronically ill.  

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

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

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

(e) Non-medication approaches have been proven far more effective. 

Dr. Gøtzsche's written testimony establishes that: 

(a) Psychiatric hospitalization is associated with dramatically worse outcomes 
for patients with the risk of suicide increased 44 times for people admitted 
to a psychiatric hospital compared to no psychiatric treatment in the 
preceding year. 
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(b) The first generation of drugs developed to treat people diagnosed with 
schizophrenia such as chlorpromazine (Thorazine), haloperidol (Haldol), 
trifluoperazine (Stelazine), thioridazine (Mellaril), and fluphenazine 
(Prolixin) were at first considered chemical lobotomies. They were 
designated "neuroleptics,' meaning "seize the brain."   They were also 
called "major tranquilizers" to distinguish them from the benzodiazepines 
such as Valium (Valium), known as "minor tranquilizers," which is 
misleading, as major or minor tranquilization can be obtained with either 
type of drug; it is simply a matter of dose. 

(c) Because these drugs block 70-90% of the dopamine transmission to certain 
receptors in the brain, the brain compensates by growing more dopamine 
receptors, causing psychotic symptoms if people abruptly withdraw from 
the drugs.  These withdrawal, or "discontinuation" symptoms are almost 
always misinterpreted as symptoms of mental illness. 

(d) These drugs cause serious physical harm, including the often fatal 
Neuroleptic Malignant Syndrome and akathisia, which increases the risk of 
both suicide and homicide. 

(e) The second generation of neuroleptics, such as risperidone (Risperdal), 
olanzapine (Zyprexa), quetiapine (Seroquel), aripiprazole (Abilify) and 
ziprasidone (Geodon) started to be introduced in the mid-1990's.  These 
neuroleptics were named "atypical antipsychotics" by drug companies 
based on their false assertions that they are more effective and less harmful 
than the first generation of neuroleptics. 

(f) Neuroleptics kill people.  For every 100 patients with Alzheimer's disease 
or dementia there was one additional death, when compared to placebo.1  
People in the mental health system in the western world diagnosed with 
serious mental illness like schizophrenia now have about a 20 year reduced 
life expectancy compared to the general population, most of which is 
attributable to neuroleptic and other psychiatric drug use. 

(g) Neuroleptics cripple people.  They cause irreversible brain damage in a 
dose related fashion and dramatically decrease people's prospects of getting 
back to a normal life; they create dependency, abstinence symptoms if 
people try to stop and supersensitivity psychosis.  They are some of the 
most toxic drugs ever made apart from chemotherapy for cancer. 

(h) The primary benefit of neuroleptics being forced on a patient is to make it 
easier for the staff, not for the patient's benefit. 

                                                 
1 Schneider LS, et al. JAMA 2005;294:1934–43. 
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(i) There are feasible, less restrictive and less intrusive alternatives that 
provide a much greater probability of recovery without the great risk of 
harm. 

Dr. Jackson's written testimony confirms the Whitaker testimony, and describes in 

some detail the brain damage caused by neuroleptics, summarizing it as follows: 

Evidence from neuroimaging studies reveals that old and new 
neuroleptics contribute to the progressive shrinkage and/or loss of brain 
tissue.  Atrophy is especially prominent in the frontal lobes which 
control decision making, intention, and judgment.  These changes are 
consistent with cortical dementia, such as Niemann-Pick’s or 
Alzheimer’s disease.  

Evidence from postmortem analyses in lab animals reveals that old and 
new neuroleptics induce a significant reduction in total brain weight and 
volume, with prominent changes in the frontal and parietal lobes. 

Evidence from biological measurements suggests that old and new 
neuroleptics increase the concentrations of  tTG  (a marker of 
programmed cell death) in the central nervous system of living humans.   

Evidence from in vitro studies reveals that haloperidol reduces the 
viability of hippocampal neurons when cells are exposed to clinically 
relevant concentrations.  (Other experiments have documented similar 
findings with the second-generation antipsychotics.) 

Shortly after their introduction, neuroleptic drugs were identified as 
chemical lobotomizers.  Although this terminology was originally 
metaphorical, subsequent technologies have demonstrated the scientific 
reality behind this designation. 

Neuroleptics are associated with the destruction of brain tissue in humans, 
in animals, and in tissue cultures.   Not surprisingly, this damage has been 
found to contribute to the induction or worsening of psychiatric symptoms, 
and to the acceleration of cognitive and neurobehavioral decline.   

(boldfacing in original, underlining added) 

This testimony establishes that (1) forcing psychotropic drugs on Movant is not in 

Movant's best interests and (2) there are less intrusive alternatives. 
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There being no genuine factual dispute over these dispositive issues, Movant is 

entitled to a decision in Movant's favor as a matter of law. 

 

Dated: _____________________ By: _______________________________ 
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IN THE _______________ COURT, STATE OF __________________ 
 
_____________________________ ) 
_____________________________ )  Case No. ____________________ 
_____________________________ ) 
      ) 
      ) 
 

MOTION FOR STAY PENDING APPEAL 

__________________________________ (Movant), in order to avoid irreparable 

harm should the court issue an order requiring Movant to take psychotropic medication(s) 

against Movant's will (Forced Drugging Order), hereby prophylactically moves for a stay 

pending appeal.  The reason this motion is made in advance of such a ruling is Movant 

anticipates that should this court issue a Forced Drugging Order, Movant would 

otherwise immediately be subjected to such forced drugging and effectively denied his 

right to seek a stay pending appeal.   

This motion should be granted because Movant faces irreparable harm should the 

stay be denied as shown by the written testimony of Robert Whitaker, Peter C. Gøtzsche 

MD, and Grace E. Jackson, MD, establishing: 

(a) Neuroleptics, also called antipsychotics, increase the likelihood that a 
person will become chronically ill.  

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

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

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

and 
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Evidence from neuroimaging studies reveals that old and new 
neuroleptics contribute to the progressive shrinkage and/or loss of brain 
tissue.  Atrophy is especially prominent in the frontal lobes which 
control decision making, intention, and judgment.  These changes are 
consistent with cortical dementia, such as Niemann-Pick’s or 
Alzheimer’s disease.  

Evidence from postmortem analyses in lab animals reveals that old and 
new neuroleptics induce a significant reduction in total brain weight and 
volume, with prominent changes in the frontal and parietal lobes. 

Evidence from biological measurements suggests that old and new 
neuroleptics increase the concentrations of  tTG  (a marker of 
programmed cell death) in the central nervous system of living humans.   

Evidence from in vitro studies reveals that haloperidol reduces the 
viability of hippocampal neurons when cells are exposed to clinically 
relevant concentrations.  (Other experiments have documented similar 
findings with the second-generation antipsychotics.) 

Shortly after their introduction, neuroleptic drugs were identified as 
chemical lobotomizers.  Although this terminology was originally 
metaphorical, subsequent technologies have demonstrated the scientific 
reality behind this designation. 

Neuroleptics are associated with the destruction of brain tissue in humans, 
in animals, and in tissue cultures.   Not surprisingly, this damage has been 
found to contribute to the induction or worsening of psychiatric symptoms, 
and to the acceleration of cognitive and neurobehavioral decline.   

(boldfacing in original, underlining added) 

This written testimony was the fundamental basis for the Alaska Supreme Court 

granting a Stay Pending appeal in Bigley v. Alaska Psychiatric Institute, Case No. S-

13116, Alaska Supreme Court, a copy of which is attached hereto as Exhibit A.2 

Dated: _____________________ By: _______________________________

                                                 
2 See, also, the cross-examination of Dr. Jackson on her written testimony and redirect, 
available on the Internet at http://psychrights.org/States/Alaska/CaseXX/3AN-08-
493PS/14may08bigley.pdf.  



In the Supreme Court of the State of Alaska

Alaska Psychiatric Institute,

RECEIVED
MAY 2 7 2008

Order

Date of Order: 5/23/08

Supreme Court No. 8-13116
Appellant,

Appellee.

v.

William 8. Bigley, )
)
)

)
)
)
)
)

-------------)
Trial Court Case # 3AN-08-00493PR

By motion of 5/20/08 (updated 5/21108), appellant has moved on an emergency

basis for a stay of the superior court's findings and order of 5/19/08 granting API's

petition to administer psychotropic medication during appellant's period ofcommitment.

The order limits the medication to Risperadone in an amount not to exceed fifty

milligrams per two weeks. On 5/19/08 12:30 p.m. the superior court also entered a

forty-eight hour stay to allow appellant to seek a stay in this court. API has opposed

appellant's stay motion. API has also moved to strike an affidavit executed 5/20/08 by

Grace E. Jackson, MD and submitted with appellant's 5/20 stay motion. Appellant has

responded, at the court's request, to the motion to strike, and has requested alternative

stay relief. Upon consideration of the stay motion and opposition, and the motion to

strike and the response to that motion,

IT IS ORDERED:

1. It is first necessary to identify the standard for deciding whether a stay is

appropriate. The standard depends on the nature of the threatened injury and the

adequacy of protection for the opposing party. Thus, if the movant faces a danger of
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irreparable harm and the opposing party is adequately protected, the "balance of

hardships" approach applies. Under that approach, the movant "must raise 'serious' and

substantial questions going to the merits of the case; that is, the issues raised cannot be

'frivolous or obviously without merit.'" State, Div. ofElections v. Metcalfe, 110 P.3d

976,978 (Alaska 2005). On the other hand, if the movant's threatened harm is less than

irreparable or if the opposing party cannot be adequately protected, the movant must

demonstrate a "clear showing ofprobable success on the merits." Id. The latter standard

is proposed here by API. Appellant has not clearly identified the standard he thinks

controls. He does, however, assert that he will suffer irreparable harm if he must

undergo involuntary medication.

There is at least implicit disagreement in this case about whether administration

ofpsychotropic medication causes medical health problems that are potentially grave or

whether it may even contribute to mental illness. At least by implication, the involuntary

administration ofmedication against appellant's fervent wishes may cause psychic harm.

Whether long-term administration ofsuch medication causes irreparable harm is an issue

that implicates the merits of this appeal. The evidence appellant produced at the

mid-May hearing permits a conclusion long-term medication will cause him irreparable

harm. It also appears to imply that even the administration of a single dose, or an

additional dose, intravenously may contribute to irreparable harm. The 5/20 affidavit of

Dr. Jackson does not seem to expressly address the harm that might result from a single

fifty-milligram intravenous injection of Risperadone. But it also appears that the

likelihood the medication will end with the proposed injection authorized 5/19/08 by the

superior court is small. Appellant has been admitted seventy-five times to API. It is
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likely that ifhe is released with or without medication (his thirty-day commitment order

was entered 5/5/08), he will be readmitted to API in the future and that API staff will

again seek a medication order. Thus, if the medication is administered as presently

authorized, it seems likely that he will sooner or later following return to the community

decline to voluntarily accept medication and that API will seek permission to administer

additional doses. In other words, whether irreparable harm will result from the

medication authorized by the 5/19 order necessarily raises longer-term questions.

API asserts that its interests cannot be adequately protected. It certainly has an

important interest in fulfilling its duty to patients and in satisfying its charter obligations

to the public. But the evidence to date does not establish that medication is necessary to

protect appellant from self-inflicted harm or from retaliatory harm in response to his

behavior, threatening as it may seem to others. Nor has API identified any need to

protect others from him, including API staff during his commitment or the public upon

his release. This is not to minimize API's interest both in doing what it believes best for

appellant and in carrying out its responsibilities. But it does not appear that API cannot

adequately protect those interests. API's interest in protecting appellant does not

dramatically outweigh his desire to make treatment decisions for himself. It therefore

appears that the appropriate standard for a stay pending appeal is whether appellant has

raised serious and substantial questions going to the merits ofthe case. He does not have

to demonstrate a clear showing of probable success on the merits.

2. Applying that standard, the court concludes that a stay of the 5/19 order is

appropriate. The evidence presented at the mid-May hearing supports appellant's

contentions, but does not necessarily foreclose API's contentions. Because the findings
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offact ofthe superior court are reviewed under a clearly erroneous standard, and because

necessary conclusions oflaw arc considered de novo, this court cannot now conclude on

the basis ofthe evidence review conducted in context of the stay motion that appellant's

appellate issues are all frivolous or obviously without merit. The court cannot say that

appellant has clearly demonstrated probable success on the merits. But he is not required

to do so in this case to obtain a stay. His motion for stay is therefore GRANTED.

3. API's motion to strike the 5/20 affidavit of Dr. Jackson is DENIED. The

affidavit appears to largely summarize other evidence offered at the May hearing. But

the only alternative to striking or accepting the affidavit would be remand to the superior

court for reconsideration ofappellant's stay motion. The superior court, as a fact-finding

court, is in a superior position to weigh Dr. Jackson's most recent statements and

determine whether appellant has demonstrated irreparable harm. But doing so will

simply delay the ultimate resolution of the medication issue. Unless a stay were granted

in the superior court, it is probable appellant would renew his stay motion in this court,

and then, if that motion were denied, seek full-court reconsideration. In the meantime,

the thirty-day commitment period is running. In any event, the 5/20/08 affidavit is not

the evidentiary basis for this stay order.

4. This appeal was filed 5/20/08, and the appellant characterized it as a Rule

204 appeal in his notice of appeal and docketing statement. Even if appellate briefing

is expedited, it is highly likely the present commitment order will have expired before

briefing is complete, and therefore before this court can rule on the merits. The

possibility of technical mootness is substantial. The parties should anticipate this issue
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in their briefing and discuss whether the court should nonetheless reach the merits ofthe

5/19/08 order permitting administration of Risperadone.

Entered at the direction of an individual justice.

cc: Supreme Court Justices
Judge Gleason by fax
Trial Court Clerk by fax

Distribution by fax, phone and mail:

James B Gottstein (FAX 274-9493)
Law OITice of James B Gottstein
406 G Street Suite 206
Anchorage AK 99501

Timothy Twomey (FAX 258-6872)
Assistant Attorney General
1031 W 4th Avenue Suite 200
Anchorage AK 99501

Stacie L Kraly (FAX 907-465-2539)
Chief Assistant Attorney General
Human Services Section
Box 110300
Juneau AK 99811-0300
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RECEIVEt

In the Supreme Court of the State of Alaska JUN 26 2008

William S. Bigley,

Appellant,

v.

Alaska Psychiatric Institute,

Appellee.

Trial Court Case # 3AN-08-00493PR

)
)
)

)
)
)
)
)
)

Supreme Court No. S-13116

Order

Date of Order: 6/25/08

Before: Fabe, ChiefJustice, and Matthews, Eastaugh, Carpeneti, and
Winfree, Justices.

On consideration ofappellee's 5/28/08 motion to reconsider the 5/23/08 individual

justice order granting appellant's emergency motion to stay the 5/19/08 superior court

order granting API's petition to administer psychotropic medication during appellant's

period of commitment, and the 6/9/08 opposition,

IT IS ORDERED: the motion is DENIED.

Entered by direction of the court.

'1

~the Appellate Courts

cc: Supreme Court Justices
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IN THE _______________ COURT, STATE OF __________________ 
 
 
 
_____________________________ ) 
_____________________________ )  Case No. ____________________ 
_____________________________ ) 
      ) 
      ) 
 

ORDER GRANTING MOTION FOR STAY PENDING APPEAL 

Upon consideration of the motion for stay pending appeal in this matter, and any 

oppositions thereto, it is hereby ORDERED, the motion for stay pending appeal is 

GRANTED. 

IT IS FURTHER ORDERED, should no appeal be filed within the time allowed to 

file such an appeal, the stay shall terminate. 

Dated: _____________________ By: _______________________________ 



 

 
Motion for Appointment of   
Psychopharmacology Expert  1 

IN THE _______________ COURT, STATE OF __________________ 
 
_____________________________ ) 
_____________________________ )  Case No. ____________________ 
_____________________________ ) 
      ) 
      ) 
 

MOTION FOR APPOINTMENT OF PSYCHOPHARMACOLOGY EXPERT 

__________________________________ (Movant) hereby moves the court for 

the appointment of a qualified expert in psychopharmacology acceptable to Movant, such 

as Peter C. Gøtzsche MD, to assist the court in this matter.  Movant has filed a motion for 

summary judgment based on the written testimony of Robert Whitaker, Peter C. Gøtzsche 

MD, and Grace E Jackson, establishing 

(e) Neuroleptics, also called antipsychotics, increase the likelihood that a 
person will become chronically ill.  

(f) Long-term recovery rates are much higher for unmedicated patients than for 
those who are maintained on neuroleptic drugs. 

(g) Neuroleptics cause a host of debilitating physical, emotional and cognitive 
side effects, and lead to early death. 

(h) The new “atypical” neuroleptics are not better than the old ones in terms of 
their safety and tolerability, and quality of life may even be worse on the 
new drugs than on the old ones.  

(i) Non-medication approaches have been proven far more effective. 

and 

Evidence from neuroimaging studies reveals that old and new 
neuroleptics contribute to the progressive shrinkage and/or loss of 
brain tissue.  Atrophy is especially prominent in the frontal lobes 
which control decision making, intention, and judgment.  These 
changes are consistent with cortical dementia, such as Niemann-
Pick’s or Alzheimer’s disease.  
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Evidence from postmortem analyses in lab animals reveals that old 
and new neuroleptics induce a significant reduction in total brain 
weight and volume, with prominent changes in the frontal and 
parietal lobes. 

Evidence from biological measurements suggests that old and new 
neuroleptics increase the concentrations of  tTG  (a marker of 
programmed cell death) in the central nervous system of living 
humans.   

Evidence from in vitro studies reveals that haloperidol reduces the 
viability of hippocampal neurons when cells are exposed to 
clinically relevant concentrations.  (Other experiments have 
documented similar findings with the second-generation 
antipsychotics.) 

Shortly after their introduction, neuroleptic drugs were identified as 
chemical lobotomizers.  Although this terminology was originally 
metaphorical, subsequent technologies have demonstrated the scientific 
reality behind this designation. 

Neuroleptics are associated with the destruction of brain tissue in humans, 
in animals, and in tissue cultures.   Not surprisingly, this damage has been 
found to contribute to the induction or worsening of psychiatric symptoms, 
and to the acceleration of cognitive and neurobehavioral decline.   

(boldfacing in original, underlining added) 

In going to a hearing in spite of the motion for summary judgment, Movant needs 

to be able to present live testimony in opposition to being ordered to take psychotropic 

drugs against his wishes. 

Forced psychiatric drugging has been equated with the intrusiveness of 

electroshock and lobotomy,3 and a deprivation of Movant's fundamental constitutional 

                                                 
3 Myers v. Alaska Psychiatric Institute, 138 P. 3d 238, 242 (Ak. 2006); Jarvis v. Levine, 
418 N.W.2d 139, 146 (Mn. 1988); In re K.K.B., 609 P.2d 747, 749 (Ok. 1980). 
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rights.4  Without access to such expert testimony, Movant will be denied the right to due 

process of law. 

 

Dated: _____________________ By: _______________________________ 

 

                                                 
4 See, Mills v. Rogers, 457 U.S. 291, n16, 102 S.Ct. 2442 (1982).  See, also, Sell v. United 
States, 539 U.S. 166, 178, 123 S.Ct. 2174 (2003), which while involving forcing 
someone to take psychotropic drugs to make him competent to stand trial, re-affirmed, 
"an individual has a 'significant' constitutionally protected 'liberty interest' in 'avoiding 
the unwanted administration of antipsychotic drugs,'" necessitating the same sort of due 
process analysis as applies to the deprivation of fundamental constitutional rights. 



 

IN THE _______________ COURT, STATE OF __________________ 
 
_____________________________ ) 
_____________________________ )  Case No. ____________________ 
_____________________________ ) 
      ) 
      ) 
 

Certificate of Service 

__________________________________ (Movant) hereby certifies that on this 

date, the following were mailed or hand delivered to _____________________________ 

________________________________________________. 

1. This Certificate of Service. 
2. Motion and Memorandum for Summary Judgment; 
3. Motion for Stay Pending Appeal; 
4. Proposed form of Order for Stay Pending Appeal; 
5. Motion for Appointment of Psychopharmacology Expert; 
6. Certified Copy of Affidavit of Peter C. Gøtzsche, MD; 
7. Certified Copy of Affidavit of Robert Whitaker; and 
8. Certified Copy of written testimony of Grace E. Jackson, MD. 

 
 

Dated: _____________________ By: _______________________________ 





























State of Alaska )
)ss

Third Judicial District)

I, James B. Gottstein, hereby affirm that this reproduction of Affidavit of Robert Whitaker,
to which this is appended, is a true, correct and, except for removal of identifying
information, complete photocopy of the original filed in 3AN 07-1064PR, Superior Court for
the State of Alaska, Third Judicial District at Anchorage.

Dated: ___________ ______________________________
James B. Gottstein

SUBSCRIBED AND SWORN TO before me this ____day of _______________, 20___.

__________________________
Notary Public in and for Alaska
My Commission expires: ___________



AFFIDAVIT OF PETER C. G0TZSCHE, MD

THIRD JUDICIAL DISTRICT )
)ss

STATE OF ALASKA )

PETER C. G0TZSCHE, MD, being first sworn under oath hereby deposes and

states as follows:

A. Background and Credentials

1. In 1973 I was awarded a Master of Science degree in biology and chemistry

from the University of Lund in Sweden. In 1974 I was awarded a Master of Science

Degree from the University of Copenhagen in zoology and chemistry. In 19841 received

my Medical Doctor degree from the University of Copenhagen.

2. From April 1, 1975 through March 31, 1977 I was a drug representative and

product manager for the Astra Group A/S.

3. I founded the medical department at Astra-Syntex A/S in 1977 and headed it

from April 1, 1977, through August 31, 1983.

4. Astra Group A/S and Astra-Syntex A/S are both predecessors of the current

drug company AstraZeneca.

5. In 1993 I co-founded the Cochrane Collaboration, now known simply as

Cochrane, with Iain Chalmers and others.

6. That same year, I founded the Nordic Cochrane Centre and have headed it ever

since, being its Director and Chief Physician.



7. Cochrane is free from financial conflicts of interest and is internationally

recognized for its objective analysis of medicines, medical devices and other

interventions in healthcare.

8. A large part of my career has involved statistics and research methodology. I

am a member of several groups publishing guidelines for good reporting of research and

have co-authored CONSORT for randomised trials (www.consort-statement.org),

STROBE for observational studies (www.strobe-statement.org), PRISMA for systematic

reviews and meta-analyses (www.prisma-statement.org), and SPIRIT for trial protocols

(www.spirit-statement.org).

9. I have published more than 70 papers in "the big five" (British Medical

Journal, Lancet, Journal of the American Medical Association, Annals of Internal

Medicine, and the New England Journal of Medicine) which have been cited over 15,000

times.

10. My book, Rational Diagnosis and Treatment: Evidence-Based Clinical

Decision-Making, was published in 2007.

11. My book Mammography Screening: Truth, Lies and Controversy, was

published in 2012. This latter book followed up on a previous paper I had written, Is

screening for breast cancer with mammography justifiable?,1 and later papers I authored

or co-authored about the benefits and harms not supporting the recommendations for

mammography screening.

Lancet 2000:355:129-34.
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12. In 2013 I published the book, Deadly Medicines and Organised Crime: How

Big Pharma has Corrupted Healthcare (Deadly Medicines), detailing how the drug

industry systematically overstates the benefits of medications and understates their

harms. Two chapters of Deadly Medicines focused on psychiatry and psychiatric drugs,

which are the worst in terms of overstating their benefits and understating their harms.

13. In 2015 I published an entire book on psychiatric drugs, Deadly Psychiatry

and Organised Denial (Deadly Psychiatry), detailing the lack of solid evidence for

clinically meaningful benefits of psychiatric treatments, the immense harm they cause

including many unreported suicides and other deaths, and the problems with psychiatric

coercion.

14. I am considered an expert on medical research methodology and on

evaluating the trustworthiness of research results.

15. I have testified, orally, or in writing, or both, as an expert witness in the

following court cases:

a. 2014: Danish High Court, double homicide attempt on methylphenidate
(Ritalin).

b. 2014: Norwegian High Court, forced treatment with olanzapine (Zyprexa).
c. 2015: Norwegian High Court, Patient Damage Council, oseltamivir

(Tamiflu) for influenza.
d. 2016: Dutch High Court, double homicide case on paroxetine (Paxil).
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B. Involuntary Commitment and Forcing Psychiatric
Drugs on Patients is Not in Their Best Interests

16. Psychiatric hospitalization is associated with dramatically worse outcomes

for patients with the risk of suicide increased 44 times for people admitted to a

psychiatric hospital compared to no psychiatric treatment inthe preceding year.2

17. When a patient reacts violently, it is often a result of the violence perpetrated

against the person through involuntary psychiatric interventions.

18. Psychiatrists almost always believe that violence is caused by insufficient

drug treatment although it is usually caused by the drugs the patients receive.

19. The first generation of drugs developed to treat people diagnosed with

schizophrenia such as chlorpromazine (Thorazine), haloperidol (Haldol), trifluoperazine

(Stelazine), thioridazine (Mellaril), and fluphenazine (Prolixin) were at first considered

chemical lobotomies. They were designated "neuroleptics,' meaning "seize the brain."

They were also called "major tranquilizers" to distinguish them from the benzodiazepines

such as Valium (Valium), known as "minor tranquilizers," which is misleading, as major

or minor tranquilization can be obtained with either type of drug; it is simply a matter of

dose.

20. The neuroleptics are now commonly called "antipsychotics" due to drug

company marketing even though they cannot cure psychosis and though their effects are

highly unspecific, namely to sedate people. These drugs are not specific to people

Hjorthfifj CR, et al. Social Psychiatry and Psychiatric Epidemiology, 2014;49:1357-65;
Gotzsche PC. Deadly psychiatry and organised denial. Copenhagen: People's Press;
2015.
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experiencing psychosis; instead they suppress mental functioning so much, that people

become less troubled and troubling, often for just a short time until their brains adjust to

the drug.

21. Because these drugs block 70-90% of the dopamine transmission to certain

receptors in the brain, the brain compensates by growing more dopamine receptors,

causing psychotic symptoms if people abruptly withdraw from the drugs. These

withdrawal, or "discontinuation" symptoms are almost always misinterpreted as

symptoms ofmental illness.3

22. These drugs cause serious physical harm, including the often fatal

Neuroleptic Malignant Syndrome and akathisia, which increases the risk of both suicide

and homicide.4

23. The second generation ofneuroleptics, such as risperidone (Risperdal),

olanzapine (Zyprexa), quetiapine (Seroquel), aripiprazole (Ability) and ziprasidone

(Geodon) started to be introduced in the mid-1990's. These neuroleptics were named

"atypical antipsychotics" by drug companies based on their false assertions that they are

more effective and less harmful than the first generation of neuroleptics.

24. The drug company financed studies used to obtain regulatory approval of

both first and second generation neuroleptics are highly flawed, e.g. because of (a) lack

3Breggin P. Medication madness. New York: St. Martin's Griffin; 2008.

4Gotzsche PC. Deadly psychiatry and organised denial. Copenhagen: People's Press;
2015; Breggin P. Medication madness. New York: St. Martin's Griffin; 2008.
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of adequate blinding, (b) clinically irrelevant outcomes, and (c) using people abruptly

withdrawn from other neuroleptics and often experiencing withdrawal psychotic

symptoms when they receive placebo in the control group.5

25. 80% of people diagnosed with a first psychotic break and given

psychological help to get through it without or with minimal neuroleptics (selective use)

recover and can go on to lead productive lives.6

Outcomes with Selective Use Of Antipsychotics

Five-Year Outcomes for First-Episode Psychotic Patients in Finnish
Western Lapland Treated with Open-Dialogue Therapy

Patients (N=75)

Schizophrenia (N=30)

Other psychotic disorders (N=45)

Antipsychotic use

Never exposed to antipsychotics

Occasional use during five years

Ongoing use at end of five years

67%

33%

20%

Psychotic symptoms

Never relapsed during five years

Asymptomatic at five-year followup

67%

79%

Functional outcomes at five years

Working or in school

Unemployed

On disability

73%

7%

20%

Gotzsche PC. Deadly psychiatry and organised denial. Copenhagen: People's Press;
2015;

6Seikkula, J., "Five-year experience of first-episode nonaffective psychosis in open-
dialogue approach," Psychotherapy Research 16 (2006): 214-218.
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26. In comparison, only 5% of people who are maintained on neuroleptics

recover and 40% of people who have been put on neuroleptics and then stop taking

them.7

27. The only trial that exists where remitted first episode patients were

randomized to dose reduction or discontinuation, or to maintenance therapy with

antipsychotics, showed that more patients had recovered in the dose

reduction/discontinuation group than in the maintenance group after seven years (40%

versus 18%).8

28. Neuroleptics kill people. For every 100 patients with Alzheimer's disease or

dementia there was one additional death, when compared to placebo.9 People inthe

mental health system in the western world diagnosed with serious mental illness like

schizophrenia now have about a 20 year reduced life expectancy compared to the general

population, most ofwhich is attributable to neuroleptic and other psychiatric drug use.

7M. Harrow and T. Jobe, "Factors involved in Outcome and Recovery in Schizophrenia
Patients not on Antipsychotic Medications: A 15-year Multifollow-up Study. The
Journal ofNervous and mental Disease, 195 (2007): 406-411.

8Wunderink L, Nieboer RM, Wiersma D, et al. Recovery in remitted first-episode
psychosis at 7 years of follow-up of an early dose reduction/discontinuation or
maintenance treatment strategy: long-term follow-up of a 2-year randomized clinical
trial. JAMA Psychiatry, 70 (2013):913-20.

9Schneider LS, et al. JAMA 2005;294:1934-^3.
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29. Psychiatric drugs are the third biggest cause of death after heart disease and

cancer.10 These deaths are usually "invisible" for the doctors because people may die

from heart problems, suicide and falls even without taking psychiatric drugs.

30. Neuroleptics cripple people. They cause irreversible brain damage in a dose

related fashion and dramatically decrease people's prospects of getting back to a normal

life; they create dependency, abstinence symptoms if people try to stop and

supersensitivity psychosis.11 They are some ofthe most toxic drugs ever made apart

from chemotherapy for cancer.

31. Neuroleptics have killed hundreds of thousands of people and have crippled

tens of millions.12

32. The primary benefit of neuroleptics being forced on a patient is to make it

easier for the staff, not for the patient's benefit.

C. Feasible, Less Restrictive and Less Intrusive
Alternatives

33. There are feasible, less restrictive and less intrusive alternatives that provide

a much greater probability of recovery without the great risk of harm.

34. Dr. Loren Mosher, the head of the Center for Studies of Schizophrenia from

1968 until 1980 at the National Institute of Mental Health testified in 2003 that in his

10 Gcftzsche PC. Deadly psychiatry and organised denial. Copenhagen: People's Press;
2015.

11 Gcftzsche PC. Deadly psychiatry and organised denial. Copenhagen: People's Press;
2015; Breggin P. Medication madness. New York: St. Martin's Griffin; 2008.

12 Gotzsche PC. Deadly psychiatry and organised denial. Copenhagen: People's Press;
2015
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long career he had never committed anyone because he made it his business to form the

kind of relationship that he and the patient can establish an ongoing treatment plan that is

acceptable to the both of them.13

35. Akershus University Hospital in Norway doesn't have a regime for rapid

tranquillisation and has never needed one in the last 20 years.

36. In Trieste, Italy, force is not used at all. The head of psychiatry in Trieste

states that coercion has to be completely eliminated, since the employees would

otherwise use coercion and not use other approaches that do not require coercion.

37. Enabling force encourages force, or in other words: violence breeds violence;

there are feasible non-coercive alternatives.

D. Conclusions

38. In my opinion, which is solidly based on scientific facts, administering a

psychotropic medication or medications to a patient against his or her will is not in his or

her best interest.

13 Transcript of Proceedings, p. 177, inIn the Matter ofFaith Myers, Superior Court in
Anchorage, Third Judicial District, State of Alaska, Case No. 3AN-02-00277 CI, cited in
J. Gottstein, Involuntary Commitment and Forced Drugging in the Trial Courts: Rights
Violations as a Matter of Course. 25 Alaska L.Rev51, 76 (2008).
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39. In my opinion, there are feasible less intrusive alternatives to administering a

psychotropic medication or medications against a patient's will.

FURTHER YOUR AFFIANT SAYETH NAUGHT.

DATED this J day of June 2016.

Peter C. Gotzsche, MD

SUBSCRIBED AND SWORN TO before me this J day ofJune, 2016.

Pfe. OFFICIAL SEAL
THE STATE OF ALASKA

ri" NOTARY PUBLIC
.*.,.' J«nnK«f MWdnum

-..'/ Comm. Expires: Jan. 12. 2019
'•'" Comm Number 150112010

Affidavit of Peter C. Gotzsche, MD

fotaryPuplic in and for Alaska
My Commission Expires'Qj_z]&—lS-

Page 10
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