LETTER OF CONCERN
Regarding The Helping Families In Mental Health Crisis Act (H.R. 2646)

We, the undersigned members of the scientific community, individuals with lived experience of
“serious mental illness”, and affected family members join together to express our grave
concern with The Helping Families in Mental Health Crisis Act, H.R. 2646, introduced on June 4,
2015 by Reps. Tim Murphy (R-PA), and Eddie Bernice Johnson (D-TX). While we applaud
Representative Murphy’s commitment to bringing attention to the antiquated programs and
ineffective policies in place throughout our country’s mental health system, his proposal in its
current form will greatly increase the likelihood of, decreased engagement with services,
increased rates of suicide and violence, higher rates of disability, and increased rates of mental
illness across all segments of society. To quote Representative Murphy, “mental iliness does not
discriminate” and we are all in danger of being negatively affected by this bill’s proposed
programs and alterations in law.

The word “evidence-based” appears in this legislation numerous times. We support valid
science used to advance public interest and public health. For this reason, we are concerned
that this legislation contradicts the current evidence-base, ignores a robust body of scientific
literature, and will lead to an increase in the already inflated epidemic of mental illness and
ineffective treatment of it. Further, it decreases civil liberties and violates the human rights of the
very individuals it purports to help, while making it law that any individual or organization that
promotes complementary and alternative approaches to mental health be defunded.

We are aware that numerous mental health and family organizations have written letters in
support of this bill; these organizations all have substantial conflicts of interest and/or significant
financial ties to pharmaceutical companies, as does Representative Murphy (see p. 14), which
stand to benefit greatly from this piece of legislation. The signators below have no such conflicts
of interest. We advocate for humane, empirically-based, effective treatment and preventative
approaches for all human beings in distress.

We urge you to consider the perilous consequences, without scientific justification, this bill could
have on public health, disability rights, and the value of freedom we, as Americans, hold dear.
Given the stigma, discrimination, and shame already surrounding mental health problems and
the serious human rights issues at stake, we would like to clarify the research, as it relates to
specific assertions and suggestions throughout this bill.

Mental iliness and violence

The basis of H.R. 2646 is the idea that “untreated mental iliness” will linearly result in violence,
and the proposal therein will prevent such violence from occurring. Although the authors of this
bill state unequivocally that “the mentally ill are no more violent than anyone else, and in fact are
more likely to be the victims of violence than the perpetrators...” they go on to negate this with



“but individuals with untreated serious mental iliness are at an increased risk of violent
behavior”. Firstly, this is an oversimplification of the substantial research on this topic,
particularly when variables such as substance use, including illegal and prescription drugs, age,
gender, socioeconomic status, and other personality characteristics are not considered. More
importantly, however, it erroneously insinuates that standard psychiatric “treatment” predictably
decreases violent behavior when in fact it is shown to often do just the opposite (e.g., Breggin,
2008; Healy et al., 2006).

This bill originally was developed in response to the tragedy of Sandy Hook. The names of the
children killed during this horrible event have been evoked in rhetorical fashion by
Representative Murphy at numerous public events and private speaking engagements in an
effort to instigate fear and support for his agenda. However, it must be pointed out, if such
tragedies are going to continue to be used as example, that the offender in this case was
alleged to have been on numerous psychotropic drugs. This is also the case for almost every
single mass-shooter since Columbine, although the exact numbers are difficult to come by due
to lack of access or investigation into this repeated probable variable. Additionally, these rare
events of mass murder are NOT what is being examined when research studies are conducted;
studies looking at violence and mental illness are concerned with personal acts of varying levels
of violent behavior, which can include such innocuous behaviors as throwing a book or knocking
down a chair. To compare any of these studies with these sensational events is comparing
unrelated phenomena; it only serves to bias concerned readers in a manner not in line with
evidence. Lastly, it is well-documented that assault rifles and other army-grade weaponry has a
greater level of association with mass murder than any other variable ever tested. Nonetheless,
Representative Murphy suggests throughout H.R. 2646 to further fund and even increase the
very treatment approaches that these particular individuals were already subject to before
committing their crimes.

Some studies do find that a first-episode of psychosis is associated with a higher risk of
violence, including homicide, and that this rate drops after receiving increased treatment;
however, this does not tell the whole story. It is unclear if “treatment” or simply the remittance of
a psychotic episode is the causative factor in this decrease in violent behavior. Additionally, only
about half of all studies find a significant difference of violence when individuals diagnosed with
serious mental iliness are compared with the general population. For example, there is not
conclusive evidence of a positive relationship between delusions or hallucinations and violence
(Bjorkly, 2002), and in some studies this association was found to be negative (Douglas et al.,
2009). Douglas et al. (2009), in a meta-analysis of 204 studies, found that the relationship
between symptoms of schizophrenia and violence is not always significant, has small odds
ratios when a comorbid substance use disorder is not present, and tends to have a negative risk
when compared to other disorders or in forensic populations. There are also findings that
psychosis is negatively associated with recidivism, and that the best predictors of violent
re-offending are non-clinical factors, such as criminal history and substance abuse (Bonta, Law,
& Hanson, 1998). Overall, physical violence towards others is rare in persons with acute
psychosis, and it appears that psychotic features have only a minor value in predicting violence



risk, if at all (Foley et al., 2005; Steinert et al., 2000; Steinert, 2002). In other words, an initial
breakdown may be associated with an increased possibility for violent behavior, but that person
is unlikely to behave in such a manner repetitively.

Further, there is little evidence to support the assertion that psychiatric treatment decreases
violence. For instance, Nielssen and Large (2010) found that the ratio of homicide in the first
episode of psychosis was 15.5 times greater than the rate after receiving “treatment”, yet 46.8%
of all homicide offenders diagnosed with schizophrenia were taking antipsychotic medication at
the time of the offence. In fact, involuntary treatment has an odds ratio of 3.21 for a greater
likelihood of violent and aggressive behaviors (Foley et al., 2005), Additionally, a recent study
has shown how rates of suicide, aggression, and violent behavior have increased (and
continues to increase) since treatment has become more medicalized, more coercive, and less
focused on the psychological difficulties which these individuals face, and these negative effects
appear to begin increasing from the moment one enters treatment and first gets diagnosed
(Fazel et al., 2014).

The way in which one interprets such findings may be open for debate, but nobody can ignore
the fact that our current way of practicing is making people worse, not better. And, although
Representative Murphy clearly agrees that mental health services in the United States need an
overhaul, his proposal suggests to do more of what the evidence base has shown does not
work while it ignores the evidence for what does.

Although psychotropic drugs may be beneficial to many people, particularly in acute crises,
many of these brain-altering chemicals have been known for at least 35 years to cause a
substantial increase in violent and suicidal behavior for some (Dukes, 1980; Wise, 1989).
Studies that are conducted evaluating unpublished data and/or are independent from
pharmaceutical company funding consistently find inflated assertions regarding these drugs’
ability to decrease violence, and often find many instances where violence is increased (e.qg.,
Healy, 2012; Morrison et al., 2012). Most trials fail to detect any decrease in symptoms, above
placebo, that reaches a clinical threshold for minimal clinical improvement for both
antipsychotics and antidepressants (Kirsch, et al., 2008; Lepping, et al., 2011; Leucht et al.,
2006). Additionally, there is no evidence that shows any long-term benefit of, and especially not
a necessity for, taking psychotropic medication for all people; rather, long-term studies actually
show improved outcomes for those individuals who stopped taking their prescribed medications
over time (Harrow, Jobe, & Faull, 2012; Wunderink et. al, 2013).

A meta-analysis by Fazel and colleagues (2009) concluded that the association between
schizophrenia and violence, particularly homicide, appears to be mediated by substance abuse.
In other words, violent actions are committed by individuals who are diagnosed with
schizophrenia AND have substance abuse problems. More specifically, violence is related to
substance use, and only minimally to mental illness. At the same time, when individuals’
psyches are not being altered by drugs, they are rarely shown to be more violent than the



general population. When violence does occur, it is most often a result of having a history of
child abuse, psychopathic traits, and/or substance abuse problems (Spidel et al., 2010).

In fact, these are risk factors for criminal behavior, generally, and not specific to the mentally ill
population. Violence is not caused by mental illness, nor is mental illness sufficient to explain
incidents of violence. Substance abuse, socio-demographic, and economic factors are the major
determinants of violence (Stuart, 2003). In the general population, perceptions of unfair and
unjust treatment by authorities has been found to relate to increased depression (Walker &
Mann, 1987), anger (Montada & Schneider), extreme emotionality (Van den Bos, 2001), and
decreased self-esteem (e.g., De Cremer & Tyler, 2005). Perceptions of social injustice have
been found to be strongly linked to social movements and provide legitimizing arguments to
support violent action (Tyler & Smith, 1995; Fischer & Skitka, 2006; Mikula & Wenzel, 200;
Harb, Al Hafedh, & Fischer, 2006). Conversely, individuals report fair procedures when given
the opportunity to express one’s opinions and feelings (De Cremer & Van Hiel, 2008), feeling
one has control over decision making by presenting opinions and arguments for their position
(Tyler & Lind, 1992), and feeling respected and listened to by authorities (Stahl, Vermunt, &
Ellemers, 2008).

Forced and involuntary treatment, an inability to defend oneself in a court of law and in front of a
jury of peers, detainment without committing a crime, and not having control over decision
making, according to robust evidence across many fields of study, will result in an increased
likelihood of mental health difficulties and violence, independent of each other. To force people
to take life-long drugs, that may actually increase violent tendencies for some, in an effort to
decrease violence is illogical and not based on scientific evidence. The suggestions throughout
H.R. 2646 are almost a guaranteed recipe for creating circumstances for more violence, more
suicide, and more disability than our country has ever seen before.

Additionally, It is widely believed that professionals have the ability to predict who will become
violent, and so not only have a duty to report, but also to force “treatments” that will prevent
such violence from occurring. This is not true. Not only does treatment fail to predictably
decrease aggression or violence long-term, but professionals’ ability to predict violence is barely
better than chance and is an inexact science (Dolan & Doyle, 2000; Szmukler & Rose, 2013).
Most violent crime happens as a result of unanticipated factors, such as substance use, a fight,
loss, or other random events that happen as part of life. It is a direct violation of the United
States Constitution to detain and imprison individuals based on a suspicion that one day they
might behave violently.

Gilead and Frank (2014) have stated, and we agree, that "Many proposed policy approaches,
from expanded screening to more institutionalization, are unlikely to be effective. Most people
with mental health problems do not commit violent acts, and most violent acts are not committed
by people with diagnosed mental disorders."



Assisted Outpatient Treatment

H.R. 2646 focuses heavily on the need to provide accessible outpatient care, which is an issue
that we agree needs to be addressed. At the same time, the bill proposes to increase funding
for involuntary outpatient commitment, euphemistically called Assisted Outpatient Treatment
(AQOT), as an answer to this problem. These outpatient commitment programs are court-ordered
mandates for “treatment” in the community for individuals who may otherwise choose not to
participate in such procedures. Generally, it includes forced medications, which have extremely
toxic side-effects and, as mentioned above, are not shown to be clinically effective for most
people and may even increase the likelihood for violence in some, especially when force and
coercion are used. The goal of AOT is to coerce compliance to psychiatric services in an effort
to decrease relapse, hospitalization, suicide, violent behavior, and incarceration. The criteria for
AOT eligibility include a history of involuntary hospitalization, incarceration, or violence, and is
couched as an “alternative to incarceration.”

However, AOT is a costly and coercive intervention with a conflicting evidence base to support it
(Rowe, 2013). The current evidence base does not support a proposal to increase services,
particularly when non-coercive programs have a greater evidence base yet continue to suffer
from poor funding. While it is true that there are some studies that find positive outcomes for
AOT (e.g., Swanson & Swartz, 2014), the effective components in these studies are not
delineated and often these studies are methodologically biased towards positive findings. For
instance, when individuals are provided with intensive, in-home, community-based services, it is
possible that this individualized help is sufficient without court-orders or forced medications.

Corroboration for this possibility is the rigorous and robust evidence base for supportive housing
models, such as Housing First, yet these effective, voluntary programs suffer from a gross lack
of funding for which H.R. 2646 does not propose to alter. Housing programs have been shown
to reduce re-hospitalization rates and homelessness (Gulcer et al., 2003) and with greater
satisfaction than non-housing model interventions (Leff et al., 2009). A study evaluating
Pathways-to-Housing, specifically, found that shelter episodes were decreased by 88%,
hospitalizations by 71%, and prison system involvement by 50% (Fairmount Ventures, Inc.,
2011).

Additionally, peer-run respites, which are run by individuals who have recovered from a mental
health condition, and mobile crisis teams have some evidence supporting their efficacy, and are
much less intrusive and better tolerated than forced commitments. In a randomized-control trial
of a peer-respite center found increased symptom improvement, increased service satisfaction,
and 33% less cost than the hospital comparison group (Greenfield et al., 2008). Voluntary,
community-based mobile crisis teams have been found to decrease hospitalization by 55%
(Scott, 2000). Yet, many of these programs are in danger of losing funding with the passing of
this bill when they already suffer from lack of funding for implementation or research.



On the other hand, many studies evaluating court-ordered outpatient commitment, or AOT,
based on random assignment (i.e., bias was controlled for) have found no significant difference
between those committed and those receiving voluntary care on any measure, including
re-hospitalization, adherence to treatment, and violent crime (Steadman et al., 2001). In a major
Cochrane systematic review on involuntary outpatient commitment (Kisely, Campbell, &
Preston, 2011), as it is legislated in various different countries including the United States, little
evidence was found to support the effectiveness of this legislation as measured by any outcome
indice. Specifically, they found that it would take 27 commitment orders to prevent one instance
of homelessness, 85 to prevent one possible re-hospitalization, and 238 to prevent one arrest.
They concluded: “Compulsory community treatment results in no significant difference in service
use, social functioning or quality of life compared with standard care.” We ask how odds such as
these justify the repeal of the civil liberties of so many innocent people who have never
committed any crime?

Not only is there a poor evidence base to support the effectiveness of many components of
AOT, it also may repel individuals who voluntarily wish to seek services but are afraid of doing
so due to the possibility of commitment (Smith & Allen, 2001). Over 30% of a sample of patients
with a psychotic diagnosis met full-criteria for posttraumatic stress disorder as a direct result of
their treatment experience (Mueser, Lu, Rosenberg, & Wolfe, 2010) and this was largely due to
factors related to involuntary status and force. In fact, AOT is not an alternative to hospitalization
or incarceration, precisely because of its coercive and involuntary nature; it is a potentially
traumatizing commitment sentence like any other without the benefit of Habeus Corpus or due
process of law, and without evidence supporting its effectiveness in reducing mental health
symptoms or violent behaviors. Within the United Nations, it is considered inhumane and akin to
torture to enforce involuntary commitment on those who have committed no crime (Human
Rights Council, 2009). How does Representative Murphy justify increasing support for such
inhumane practices?

Lastly, the entire premise upon which the idea of AOT stands is a hypothesis that currently lacks
empirical evidence to support its use, particularly when it is used to justify repealing individuals’
rights. Many laws regarding forced outpatient commitment, as pointed out by Representative
Murphy, are based on a concept of “anosognosia”; a term that lacks sound methodological or
replicable evidence to support the certainty with which this term is used within psychiatry. This is
a term that was originally developed by neurologists to described a type of physiological brain
damage that results in the individual not being able to recognize parts of the body as his or her
own, and so specifically delineated the term from the psychological process of “denial”. In recent
years, a small group of controversial psychiatrists who have incredible conflicts of interest with
pharmaceutical companies and other industry corporations have co-opted this term to refer to
patients who “lack insight” into the existence of their “disease”. At this time, we do not fully
understand the processes underlying these difficulties, nor have any biological mechanisms
been identified as possibly causing a neurological symptom such as this.



This term is controversial for several reasons: 1) There is not a single biomarker ever found for
any psychiatric disorder, as stated unequivocally by the chair of the Diagnostic and Statistical
Manual (Kupfer, 2013); 2) There is a considerable community of mental health professionals
who have written about the lack of validity or reliability of any diagnostic category delineated by
psychiatry (e.g., Bentall, 2003; Deacon, 2013), a fact that even the head of the National Institute
of Mental Health has explicitly stated (Insel, et al., 2010; Insel, 2012), and so it is plausible that
an individual who denies he has a disease that lacks a scientific base to support its existence
may actually be responding in a logical and insightful manner; 3) Most individuals who might be
described with this term may otherwise readily admit to experiencing a great deal of distress for
which they would like help, when this distress is framed within the context of stressful and
traumatic life circumstances (e.g., Bassman, 2001; Bracken et al., 2012; Cohen, 2005; Dillon,
2012).

HIPPA and FERPA Caregivers

Citing families’ concerns that health care providers deny them access to information about their
adult loved ones’ care and treatment, H.R. 2646 contains provisions that would alter the Health
Insurance Portability and Accountability Act (HIPAA) of 1996 and reduces the privacy rights of
people with psychiatric disabilities. Proponents of the bill have suggested that the proposed
changes will clarify HIPAA rules and provide access to family members, but the current rules are
clear and reflect a careful balance between important patient privacy interests and the need to
involve families in appropriate circumstances. It is imperative that this balance be maintained.

Provisions for disclosure of information to family members already exist under current law.
Where a patient does not have the capacity to agree or object to the sharing of information, or in
emergency circumstances, HIPAA allows a healthcare provider to share the patient’s health
information with family, friends, or others involved in the patient’s care or payment for care, if
doing so is in the best interests of the patient. Examples of when a patient may lack capacity to
agree or object to disclosure include: when the patient is experiencing a temporary psychosis; is
under the influence of drugs or alcohol; or when an individual otherwise cannot meaningfully
agree or object to disclosure due to his or her current mental state.

HIPAA already allows disclosure of patient information to immediate family or caregivers when
the doctor believes it will prevent or decrease a serious and imminent threat. HIPAA also
already permits disclosure to a patient’s family members, friends, or other persons involved in
the patient’s care or in payment for that care where the patient does not object. The HIPAA
Privacy Rule takes a balanced approach because it provides needed protections for individuals’
health care privacy while at the same time it allows disclosure in order to meet the patient’s
healthcare needs and to abide by public policy. If a person is not an imminent threat to self or
others and is receiving appropriate healthcare, how does Representative Murphy justify taking
away the person’s rights when they expressly object to the release of their information?



Without confidence that privacy rights will be protected, people are less likely to seek treatment.
People will engage in behaviors to protect their self and privacy as a way of ensuring that their
health information is not used improperly. Such behaviors include failure to seek care and
leaving pertinent sensitive information blank. If our goal is to encourage treatment, laws that
would deter individuals from seeking treatment are the wrong solution.

The fact that persons with psychiatric diagnoses are so vulnerable to abuse in the event of loss
of capacity underscores the necessity of state and national policy encouraging the development
of psychiatric advance directives (PADs), which provide greater control and choice over health
care decisions; improving the quality of communication between persons with psychiatric
diagnoses, their loved ones, and their treatment providers; and reducing the need for
involuntary treatment.

Medicare and Medicaid Reforms

While we understand the need for inpatient beds and long-term care for individuals who have
more severe difficulties, and the need for Medicaid reimbursement for these services, the
evidence-base does not support increased funding for institutionalization or involuntary
psychiatric, hospital-based treatment. Rather, the evidence shows that increased involvement
with psychiatric care is associated with an exponentially higher rate of completed suicide, in a
dose-response fashion (Hjorthoj et al., 2014; Large et al., 2014). Further,as mentioned above,
alternatives to hospitalization have at least equal benefit in terms of symptom stabilization
without the associated rates of suicide and demoralization. These alternative programs
additionally have been found to be more tolerable for patients, to increase community
involvement and transition, to decrease stigma, and to operate at a significantly reduced cost
than hospitalization (e.g., Bologna, & Pulice, 2011) . Yet, this bill specifically proposes to
withhold funding for many of these emerging best practices operating across the country, and
throughout the world. This not only stands in direct contrast of the scientific evidence, it defies
logic.

We know that voluntary community services, when available, work well to support persons with
even the most significant needs. In the state of Delaware, for instance, there have been
systemic reforms that have taken place since 2011 under the Olmstead settlement to increase
the availability of voluntary community-based services, including supportive housing, mobile
crisis, crisis respite, and Assertive Community Treatment (ACT). As a result, there has been a
rapid and significant decrease in the need for inpatient hospitalization and all forms of
involuntary care (“Corrected Fourth Report”, 2013).

Behavioral Health Awareness
H.R. 2646 is said to decrease stigma and discrimination faced by persons diagnosed with

serious mental illness. Yet it is entirely premised on biological explanations for “mental iliness”;
explanations which disregard the robust body of evidence for the traumatic origins of serious



mental iliness, especially psychosis (e.g., Janssen et al., 2004; Read et al., 2004). Interestingly,
such biological explanations for mental disorders are found to decrease empathy in both
clinicians (Lebowitz & Woo-kyoung, 2014) and the general public (Pescosolido, et al., 2010;
Schomerus, Matschinger, & Angermeyer, 2014). Although Representative Murphy surely does
not intend to contribute to stigma, the evidence suggests that his overall approach may do just
that.

Certainly, erroneously linking mental iliness with violence in the public mind is also going to
increase stigma and negative evaluations of individuals labelled as mentally ill. In other words,
the premise for Representative Murphy’s bill and his suggestions for intervention, when looking
at the actual evidence-base, is most likely to increase stigma and discrimination rather than
decrease them.

The treatment interventions advocated for in H.R. 2646 are associated with increased violence,
increased paternalistic attitudes of clinicians (Magliano, et al., 2013), and increased
discriminatory attitudes (e.g., Henderson, et al., 2014; Read & Law, 1999). These discriminatory
attitudes can lead to much worse outcomes (Jorm, 1999) and increased suicidality (Hemmings,
1999).

On the other hand, the larger international public actually prefers psychosocial and
traumatogenic explanations for mental iliness, and this is associated with decreased stigma and
increased possibilities for hope and recovery (e.g., Read et al., 2006). Taking a
trauma-informed, non-medicalized, empowering, and humanistic approach can lead to better
outcomes, decreased disability and thereby a decreased strain on society, increased
functioning, and increased sense of responsibility. It also is the approach most widely advocate
for by individuals seeking services. Again, we have to question the logic and evidence behind
H.R. 2646. Where is the unbiased evidence that any of the proposals within H.R. 2646 will
actually result in a reduction of stigmatizing attitudes towards individuals in emotional distress?

Community Mental Health Services - Best available science and models of care

H.R. 2646 proposes to increase funding for very specific community mental health services, and
this is something we applaud Representative Murphy for; however, we do so with reservation
and concern. Psychological and psychotherapeutic community approaches have been found to
be effective, and in some cases superior to standard psychiatric care in the long-term.For
example, cognitive-behavioral therapy for psychosis, when it adheres to a trauma-informed,
normalizing, non-medicalized perspective, is shown by robust evidence to be at least as
effective as standard psychiatric care (Bentall, 2003; Morrison, 2009; Rathod, et al., 2010) even
when individuals choose not to take antipsychotics (Morrison et al., 2012; Morrison et al., 2013).
Further, trauma-based psychodynamic approaches that focus on relationship, meaning-making,
and internal and family dynamics have been shown to be effective treatments for at least 100
years (e.g., Jung, 1909; Karon & van den Bos, 1981; Laing, 1960/2010; Searles, 1965/1986;



Sullivan, 1954) with resultant normalizing effects on the brain (Abbas, et al., 2014; Roffman, et
al., 2012).

These approaches have been found to decrease overall symptomatology while increasing
functionality in the long term. These approaches are focused on recovery, they are
person-centered rather than disease focused, emphasis is on empowerment and respect, and
many are trauma-informed (Farkas, 2007). These are the interventions consistently requested
and tolerated by individuals diagnosed with serious mental illnesses.

Practitioners who practice many of these well-established therapeutic modalities are threatened
with defunding under H.R. 2646 This bill vaguely alludes to “evidence-based” treatments
throughout, which often are narrowly defined as manualized treatment protocols and/or
psychotropic drugs that have been found “effective” through randomized control trials.
Unfortunately, when working with individuals who have experienced chronic, developmental
trauma, healing is a process that takes time and cannot be subjected to short-term, manualized
protocols. The majority of individuals who are typical of those seen in the community are not
eligible for randomized control trials. Additionally, these trials are heavily biased towards
medicalized understanding and conceptualizations and always require adherence to
pharmaceutical regimens, despite the substantial evidence for how effective therapy can be with
minimal use of these interfering agents. It must be better explicated what exactly is meant by
“evidence-based” treatments, it needs to justify how and why non-medicalized treatments,
despite their empirical support for effectiveness and increased tolerance, may possibly be
defunded due to vested interest biases, and what long-term studies are being relied upon to
qualify a treatment protocol as actually being “evidence-based”.

In addition to these clinical interventions, peer-run services that do not rely on coercion and
focus instead on empathy, inclusion, voluntary treatment, and self-management of mental
health difficulties are consistently found to result in increased hope, better awareness of
triggering factors and an ability to seek help before crisis, better planning for symptom and crisis
management, increased social support, greater rates of recovery, and an increased sense of
responsibility (Cook et al., 2010; Corrigan, 2006). Peer support is also found to decrease rates
of substance abuse (Davidson, et al., 2012), which is one of the major factors determining
violent and/or criminal behavior. Importantly, these peer support systems operate outside of a
medical framework and instead take a more context-based, empowering, and inclusive
framework that honors individuals’ subjectivity and autonomy without coercion. H.R. 2646
proposes to defund peer support systems that operate under these frameworks while increasing
funding for peer support systems that rely on medicalized, coercive practices that undermine the
value of non-clinician peers in the first place.

Redefinition of the peer support specialist discipline.

The concept of “peer support” emerged as a model of mutual support in the 1970s, though its
origins have been traced back as far the 18th century (Davidson et al, 2012). Today the



“certified peer specialist (CPS)” has become a thriving and evidence-based discipline within
mental health care (and other areas of healthcare, including HIV/AIDS, cancer, and diabetes).
Peer support services are currently Medicaid-reimbursable in several states.

While H.R. 2646 includes a provision on CPSs, representing a difference from the 2013 version,
and calls for increased funding to develop the peer support workforce, it also seeks to re-define
the discipline in clinical terms. For example, the bill would require states to submit a report on
their CPS programs, and would require states to respond as to whether their CPS core
competencies include training in areas such as “psychopharmacology” and the “identification of
mental disorders--" competencies which are more characteristic of clinical practice and not the
purview of “peer support”.

Peer specialists are not clinicians, and that is an important part of their unique role in health
care. Peer support is based on the premise that “people who have like experiences can better
relate and can consequently offer more authentic empathy and validation” (Mead and MacNeil,
2006). Peers for Progress defines peer support as reliant on “non-hierarchical, reciprocal
relationships, which provide a flexible supplement to formal health system services...In addition,
peer support fosters understanding and trust of healthcare staff among groups who otherwise
may be alienated from or have poor access to health care” (American Academy of Family
Physicians Foundation, 2015).

These various efforts to define peer support share a common denominator: recognition of the
intrinsic value of peer support as a non-clinical role based on such values as “respect, shared
responsibility, and mutual agreement of what is helpful” (Mead et al., 2001). Mead et al. (2001)
note that “peer support is not based on psychiatric models and diagnostic criteria. It is about
understanding another’s situation empathically through the shared experience of emotional and
psychological pain”. The effort of this legislation to distort the peer specialist role into a clinical
one represents a paternalistic, top-down attempt to control a discipline that has already been
clearly defined by its practitioners and sanctioned by states.

Many states already have well-established peer specialist competencies, and the International
Association of Peer Specialists (INAPS), in consultation with dozens of focus groups and over
1,000 CPSs, has already compiled a thoughtful set of national practice guidelines (INAPS,
2011), including core competencies and a detailed code of ethics. Other communities have
defined their own codes of practice, such as Western Massachusetts Peer Network’s
“Declaration of Peer Roles” (Western Mass Peer Network, 2014). The Pillars of Peer Support
Summit, which has taken place annually since 2009, has defined a number of core
competencies and best practices for the field (Daniels et al., 2013). The Centers for Medicaid
and Medicare Services (CMS), in a 2007 letter to State Medicaid directors, clarified that “peer
support providers must complete training and certification as defined by the State” (Smith,
2007).



This legislation, by seeking to re-define the peer specialist discipline through an act of
Congress, would infringe on states’ rights to to develop and implement their own certification
and continuing education programs for peer specialists. No other mental health discipline has
ever been subject to such Congressional scrutiny; another example of how H.R. 2646 serves to
increase stigma and discrimination.

Advancing Critical Medical Research

Representative Murphy proposes to increase funding for brain-based initiatives in the study of
mental iliness. While this is an understandable and laudable effort, and may provide interesting
academic exercises, it is not an endeavor that is based on the scientific evidence nor is it likely
to yield extensive findings of clinical importance. This is a problem when funds are limited and
are threatened to be reallocated from areas that are of critical import to clinical issues.
Additionally, it completely ignores the robust literature showing the traumatic origins of most
serious mental illness, the associations of brain functioning with all psychological functions, and
the lack of any evidence produced thus far that there is a single biological brain abnormality
associated with any mental disorder beyond those associated with childhood trauma (e.g.,
Gogtay, 2008; Gogtay & Rapoport, 2008; Read, Fosse, Moskowitz, & Perry, 2014; Read, Perry,
Moskowitz, & Connolly, 2001; van der Kolk, 2003) or psychotropic drugs (Andreasen, Liu,
Ziebell, Vora, & Ho, 2013; Szeszko, et al., 2014).

Research does show, however, that psychosocial interventions, such as family training (Neville,
et al., 2013), meditation (Holzel, et al., 2010), aerobic exercise (ten Brinke, et al., 2014), eating
healthily (Deckersbach, et al., 2014) and psychotherapy (Abbass, et al., 2014; Roffman, et al.,
2012) are all associated with positive changes in the brain. However, nowhere in
Representative Murphy’s bill is there room for increased funding in any of these areas; rather, it
is quite the opposite.

SAMHSA Reauthorization and Reforms

Protection and Advocacy for Individuals with Serious Mental lliness. This section of H.R.
2646 may represent one of the more consequential and frightening aspects of any legislation
passed in the United States of America. The PAIMI program was created to investigate abuse
and neglect against persons with mental iliness, and allow for both individual and systems
advocacy. While we appreciate the acknowledgement by Representative Murphy of the
importance of the PAIMI program by dropping the provision that would have resulted in an 85%
reduction in PAIMI funding, the program activity restrictions and other provisions discussed
below would eliminate and overly restrict a lot of the critical work that the Protection and
Advocacy (P & A) agencies are uniquely designed and empowered to conduct. None of these
proposed changes are based on evidence of the failure of the PAIMI programs to follow the
mandates of the PAIMI statute (National Disability Rights Network, 2015).



The first restriction, which would only allow the PAIMI program to provide advocacy in situations
of “abuse and neglect,” would preclude many thousands of positive outcomes that have come
from P & A advocacy on behalf of persons facing discrimination in the areas of employment,
education, and housing.

Another proposed change bars PAIMI advocates from raising concerns with decisions made by
doctors, families or guardians of people diagnosed with mental iliness. This change would have
made impossible the New York P & A’s advocacy to stop unnecessary prostate and cataract
surgeries on people diagnosed with mental illnesses in a Medicaid fraud scheme. Further, P &
A’s regularly encounter cases of guardians and family members who can be involved in financial
exploitation, abuse, and neglect that would be unaddressed and leave individuals with no
recourse under the provisions of H.R. 2646.

A further restriction would require the PAIMI program to ensure that caregivers have access to
the protected health information of an individual diagnosed with a mental iliness. This restriction
alters the PAIMI program in such a way that is contrary to the original intent of the program; it
changes the program form that is designed to provide advocacy for individuals with serious
mental iliness to one that provides legal advocacy for the caregiver of the individual diagnosed
with a mental illness. It also creates a situation where this work would violate a lawyer’s code of
ethics; The lawyer’s client is the individual diagnosed and H.R. 2646 would require attorneys to
work to release information that an individual may have requested remain confidential, thus
putting lawyers into a conflict of interest situation.

Additional changes would limit the use of unrestricted funds for lobbying activities that are
currently allowed under federal guidelines. P & A’s follow the legal rules and do not use federal
funds for lobbying, but like other organizations, may use unrestricted funds they have raised
independently to perform this work. An essential part of legal advocacy roles is providing an
opportunity for people who are marginalized to be heard in the public policy arena. Effectuating
a positive change, e.g. in a Medicaid statute or regulation benefiting tens of thousands of people
in a state, is a much more effective and efficient means to achieving a positive outcome than
conducting individual Medicaid appeals. Limiting the ability of P & A’s to use their own
unrestricted monies to pursue policy outcomes would close a critical avenue for improving the
lives of people diagnosed with mental ilinesses.

If enacted, these changes would deny people diagnosed with mental illnesses access to a legal
advocacy system that individuals with other disabilities will have, relegating people them to a
second class status. Once again, this another example of how H.R. 2646 serves to increase
stigma and discrimination, rather than decrease it.

Advisory Councils and Peer Review. This bill proposes to set guidelines for advisory councils
and peer review regarding ongoing and future Federal spending on mental health program
grants. Interestingly, while appointed members of these advisory councils are not to have “a
financial interest in any grant or program with respect to which they advise,” no other conflicts of



interest are prohibited, including ties to the pharmaceutical industry. In order to ensure unbiased
research and programmatic efforts that are geared towards improving mental health and quality
of life for those in need, these councils and peer review groups would need to be independent of
any involvement with pharmaceutical companies or other industry corporations. In this vein, the
authors of this bill would be disqualified as would most members of the American Psychiatric
Association and the American Psychological Association.

Conclusion

We call on legislators, family members, individuals with lived experience, professionals who are
not beholden to the pharmaceutical companies or other corporate interests, and the lay public to
be informed of the scientific evidence outlined here. Some may question how this vast
evidence-base can so completely contradict the ideas presented by Representative Murphy; to
those individuals we ask that you consider who stands to gain from the different perspectives
put forth? Representative Murphy and many of his supporters stand to gain substantial financial
benefits, as well as continued denial of the effects of poverty, discrimination and child abuse on
the welfare of American citizens. At the same time, many of the below signators who support
this letter stand to gain acknowledgment for the struggles they have been through, while
individuals diagnosed with mental iliness stand to gain the opportunity for effective treatment
and care, if Congress would take notice of the concerns put forth herein and consider where
funds are truly best allocated.

We must be wary of the detrimental consequences that are likely to arise should this bill pass,
and the gross human rights violations that will suddenly become United States law. This bill will
not serve to decrease distress, increase functioning, or decrease violence. There are many
programs and services currently being funded by the Federal Government that have shown far
greater effectiveness than standard, medicalized treatments, and will likely lose partial or full
funding if this bill should pass. There is a limited amount of money available through grants and
other Federally-funded programs. These funds should be directed towards programs that are
based on scientific evidence and do not threaten to strip the civil liberties and privacy rights of
vulnerable individuals who are supposed to be protected under law.

In closing, we offer the words of C.S. Lewis: “Of all tyrannies, a tyranny sincerely exercised for
the good of its victims may be the most oppressive. It would be better to live under robber
barons than under omnipotent moral busybodies. The robber baron's cruelty may sometimes
sleep, his cupidity may at some point be satiated; but those who torment us for our own good
will torment us without end for they do so with the approval of their own conscience.”

Some of Representative Murphy’s Campaign Fund Financial Contributors
e National Rifle Association
e National Association of Psychiatric Health Systems
e American Psychiatric Association




Eli Lilly & Co (Pharmaceutical)
Bayer Corp (Pharmaceutical)
Sanofi (Pharmaceutical)
Glaxosmithkline (Pharmaceutical)
Amgen Inc (Pharmaceutical)
Alkermes Inc (Pharmaceutical)
Novartis Corp (Pharmaceutical)
Astrazeneca Pharmaceuticals
Lundbeck Inc (Pharmaceutical)
Blue Cross/Blue Shield (Insurance)
UPMC Health System (Insurance)
Eckert, Seamans et al (Legal representation for pharmaceutical companies)
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