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Consumer/Survivors in the 
 Criminal Justice System: A Raw Deal  

Today the United States has more people 
locked up in federal, state, and local prisons 
and jails than any other country in the world. 
At the end of 2005, there were 2,193,798 indi-
viduals incarcerated. The U.S. also has the 
highest percentage of its own people incarcer-
ated, much more so than the so-called police 
states, according the International Centre for 
Prison Studies. One particularly unfortunate 
aspect of this situation is a growing trend of 
jails and prisons serving as de facto mental 
health treatment providers. Currently there are 
far more people receiving treatment in these 
settings than in psychiatric hospitals. Although 
estimates vary as to the percentage of mental 

health consumer/survivors who are locked up, all estimates show reason for concern.  ...continued on page 2 
 

Oregon Consumer/Survivor Groups Invited to Help Form Statewide Coalition 

Mental health consumer/survivors from across the state are in the process of forming a statewide alliance, 
known as the Oregon Consumer/Survivor Coalition, or OCSC. Talks have been underway for several 
months between consumer/survivor leaders, along with other interested individuals, toward the establish-
ment of this new representational entity.  
 

The start-up committee has held numerous teleconferences, meetings, and a 9-location video conference, 
and has generated a written proposal comprised of a mission statement, draft tenets, and an outline for a 
proposed structure. Consumer/survivor groups are invited to endorse this proposal and provide feedback, 
and may join the start-up committee upon consent of existing members. To view the proposal courtesy of 
MindFreedom International, go online to http://mindfreedom.org/as/act/us/or/ocsc/ocsc-news.  
 

Dr. Daniel Fisher of the National Empowerment Center (www.power2u.org) has provided technical assis-
tance to organizers and linkage to the National Coalition of Mental Health Consumer/Survivor Organiza-
tions (NCMHCSO), a national organization of consumer/survivor groups based in Washington, D.C. It is 
anticipated that the OCSC will join the national group after legal incorporation. Although the OCSC has not 
yet determined a focus of activities, if it follows national trends, these will likely entail a balance between 
social action and mutual peer support.  
 

MindFreedom Oregon has received a grant of $8000 from the Mckenzie River Foundation which will be 
used to provide technical assistance to the OCSC, cover legal fees for OCSC incorporation, and other start
-up costs. Mike Hlebechuk is presently serving as the OCSC single point of contact for interested consum-
er/survivors and other community allies. Contact Mike by phone at 503-947-5536, or via email at  
michael.hlebechuk@state.or.us. 

http://mindfreedom.org/as/act/us/or/ocsc/ocsc-news
http://www.power2u.org/
mailto:michael.hlebechuk@state.or.us
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Criminal Justice (from page 1)  A 2006 survey prompt-

ed by the Governor‘s Task Force on Mental Health found 
that 9% of Oregon county jail inmates had ―serious men-
tal illness.‖ The Oregonian reports that, for state prisons, 
that number is 15% (Mary Beth Pfeiffer, ―Mentally Ill In-
mates Need More Help.‖ 2-12-05). A 2006 U.S. Depart-
ment of Justice (DOJ) study, using a different survey 
methodology and relying on self-report of symptoms, re-
ported that 64% of local jail inmates, 56% of state prison-
ers, and 45% of federal prisoners have ―symptoms of 
serious mental illness.‖ Reports range from 3 times to 
almost 10 times the number of consumer/survivors in the 
U.S. criminal justice system as there are in psych wards. 
Additionally, in jails and prisons there are many more 
times the percentage of people who are either labeled 
―mentally ill,‖ or who identify as having symptoms of men-
tal illness, as there are in the general population.   
 

Particularly alarming is the fact that mental health con-
sumer/survivors in the criminal justice system tend to 
serve longer sentences than other prisoners. According 
to DOJ statistics, consumer/survivors stay behind bars for 
about 15 months longer, on average, than other prison-
ers. These longer sentences are often attributed to con-
sumer/survivors being less able or willing than others to 
follow strict behavior codes in jails and prisons. Depend-
ing on the number of conduct violations a consumer/
survivor receives, privileges may be revoked and she or 
he may be placed in a higher security classification. Due 
to such conduct violations, qualifying for parole can be a 
major problem. 
 

According to a 2002 report issued by The Sentencing 
Project (www.sentencingproject.org) when ―the mentally 
ill‖ [sic] come into conflict with the law, the types of crimes 
committed tend to fall under three categories: 
 

 Illegal acts which are considered a byproduct of men-
tal illness; e.g., disorderly conduct, criminal trespass, dis-
turbing the peace, public intoxication. 
 Economic crimes attributed to extreme poverty; e.g., 
petty theft, shoplifting, prostitution. 
 More serious offenses such as burglary, assault, and 
robbery. 

 

Interestingly, despite sensationalist media reportage, 
even the most interventionist commentators believe that 
the number of violent acts committed by people labeled 
―mentally ill‖ is low. Quoting a briefing paper issued in 
October 2003 by the Treatment Advocacy Center 
(www.treatmentadvocacycenter.org), ―Individuals with 
severe mental illnesses probably are responsible for no 
more than 5 percent of violent episodes in the United 
States.‖  Other, more research-based sources believe the 
numbers are even lower. The MacArthur Violence Risk 
Assessment Study, completed in 2001, which is the most 
reliable and sophisticated report available on the subject, 
found that the prevalence of violence among people with 
a ―major mental disorder,‖ who did not abuse substances, 
was indistinguishable from their non-substance abusing 
community controls (www.macarthur.virginia.edu/
risk.html). Substance abuse increases risk factors for  

   violence among people considered to have a major men-
tal illness as well as for those who are not so labeled. For 
an excellent overview of studies on violence and mental 
illness, see www.pubmedcentral.nih.gov/articlerender.fcgi?
artid=1525086. 
 

The criminal justice system has always been intended for 
punishment and public security, and was not designed for 
mental health treatment. Nevertheless, prisons and jails 
have become warehouses for people labeled ―mentally ill.‖ 
Indeed, a 2005 Frontline report described prisons as ―The 
New Asylums‖ (www.pbs.org/wgbh/pages/frontline/shows/
asylums).  There is general consensus among mainstream 
policy experts as to the reasons why so many consumer/
survivors are currently serving time in correctional institu-
tions. One major reason was the policy of deinstitutionali-
zation that began in the 1950s, whereby state-run psychi-
atric hospitals were shut down so that, supposedly, people 
labeled ―mentally ill‖ could return to their communities and 
be served by strong community-based treatment services, 
along with a range of housing and other supports, until 
they were ready to live fully independent lives. This hu-
mane vision of care was, however,  

http://www.sentencingproject.org/
http://www.psychlaws.org/
http://www.macarthur.virginia.edu/risk.html
http://www.macarthur.virginia.edu/risk.html
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1525086
http://www.pubmedcentral.nih.gov/articlerender.fcgi?artid=1525086
http://www.pbs.org/wgbh/pages/frontline/shows/asylums
http://www.pbs.org/wgbh/pages/frontline/shows/asylums
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Criminal (from page 2) never fully realized due to a lack 

of political will on behalf of elected leaders, and related 
problems of inadequate funding and non-coordination of 
services. Additionally, those services that were available 
were not sufficient to meet the needs of so many people 
who had been conditioned by institutional management 
and required sustained levels of support in the communi-
ty to enable a gradual reintegration into society.  
 

Other major contributing factors are the rise of tougher 
sentencing laws since the 1980s, as well as the prison 
building boom which has drained public coffers of re-
sources that might have gone into mental health ser-
vices.‖ Such services would have ideally provided ade-
quate levels of support to ameliorate consumer/survivor 
problems such as poverty, homelessness, and social 
isolation, on the one hand; as well as tackling public mis-
perceptions and associated stigma on the other. Trends 
such as harsh and inappropriate sentencing laws and 
the channeling of public funding into incarceration have 
characterized a social policy that has increasingly moved 
away from a ―can-do,‖ problem-solving orientation, to a 
zero-tolerance, punitive, and fiscally misguided approach 
to the affairs of less fortunate citizens. This is why many 
mainstream policy experts refer to the ―criminalization of 
the mentally ill.‖ This phrase implies that those individu-
als who should have been ―processed‖ through the men-
tal health system instead end up in the criminal justice 
system. From a less mainstream perspective, however, 
this is not a full explanation. The fact remains that much 
of  Western society has historically been intolerant of 
individuals who do not fit neatly into ―acceptable‖ norms 
of behavior. Indeed, it is still quite common for some 
people to perceive ―moral shortcomings,‖ slothfulness, or 
low intelligence in those who are stigmatized. Highly de-
veloped nations tend to provide few options for people 
whose unique personal characteristics could benefit so-
ciety in less materially-centric ways than the presiding 
standard of productive labor. Such individuals become 
marginalized, devalued, and isolated in their communi-
ties, due in large part to societal inability to embrace a 
diversity of personal attributes, communication styles, 
and lifestyles.  
 

These policy failures have created a seemingly endless 
cycle of people revolving through jails and prisons, public 
shelters, and the streets. Jamie Fellner, Director of the 
U.S. Program of Human Rights Watch, stated that she 
found ―enormous, unusual agreement among police, 
prison officials, judges, prosecutors, and human rights 
lawyers that something has gone painfully awry with the 
criminal justice system‖ as more and more mental health 
consumer/survivors in conflict with the law are locked up 
instead of being referred to treatment options within the 
community (http://hrw.org/english/docs/2003/10/22/
usdom6472.htm). This amazing consensus among those 
closest to the problem only serves to highlight the need 
to modernize current mental health policies and funding 
allocation. As Fellner put it, ―Prisons have become the 
nation‘s primary mental health facilities.‖  According to a 
report issued by Human Rights Watch, entitled 

Ill-Equipped: U.S. Prisons and Offenders with Mental 
Illness (www.hrw.org/reports/2003/usa1003/), the high 
level of incarceration of people labeled ―mentally ill‖ is a 
consequence of an under-funded and fragmented com-
munity mental health system. People who are poor, 
homeless, without insurance, and/or struggling with sub-
stance abuse problems quite often cannot get help. If 
they commit a minor crime as a result of emotional health 
issues and poverty, punitive sentencing laws, now the 
norm in U.S. society, require incarceration. A case in 
point is the issue of extreme and indiscriminate penalties 
exacted against impoverished individuals for drug abuse, 
even though it is well known that people in intense psy-
chological pain frequently resort to street drugs to self-
medicate when they do not have other resources at their 
disposal.  
 

It is often said that the "real criminals" are getting re-
leased earlier into our communities, because jail space is 
occupied by folks diagnosed as mentally ill who often 
commit relatively minor crimes, such as shoplifting or 
trespassing. According to Todd Anderson, Tillamook 
County Sheriff, ―This occurs in most counties, the early 
release of criminal defendants.‖ Although Sheriff Ander-
son stated that due to an abundance of local jail space, 
Tillamook is not one of the majority of counties affected, 
he commented that during his service on the Governor‘s 
Mental Health Task Force, ―The issue that struck closest 
to home was the lack of resources to serve the mentally 
ill population, i.e., a person not a danger to themselves or 
others in a rural community [...]. The biggest issue though 
was that of the mentally ill who were arrested on 
"nuisance" type charges (trespass/disorderly conduct, 
etc.) and were housed in our County Jail for many 
months, even though their sentence would never have 
exceeded thirty days, and that those folks were unable to 
aid/assist in their own defense so they often sat in jail 
waiting to be evaluated at the State Hospital.‖  
 

 Prison life is particularly harsh for someone struggling 
with emotional pain and problems. As Human Rights 
Watch documents, such prisoners are likely to be picked 
on, physically or sexually abused, and otherwise manipu-
lated by other inmates, who call them ―bugs.‖ According 
to the report, ―mentally ill‖ prisoners are disproportionate-
ly represented among victims of rape and violence. And 
their antipsychotic medications often slow their reaction 
times and dull their perception, making them exceedingly 
vulnerable. ―The most immediate and also long lasting 
problems are those created by violence against persons 
with mental illnesses in jails,‖ stated Bob Nikkel, adminis-
trator at the Oregon office of Addictions and Mental 
Health (AMH). He related that ―I just received an email 
from the mother of a person with mental illness who was 
assaulted in jail, aggravating his current mental health 
and likely to cause extended post traumatic stress […].‖  
 

A particularly disturbing feature of prison life is the use of 
disciplinary action against mental health consumer/
survivors who fail to comply with jail or prison rules, usu-
ally taking the form of spending time in isolation units. Of 
those inmates confined in solitary  

http://
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Criminal (from page 3) isolation at any given time, a hugely disproportionate number are considered mentally ill. As 

mental health professionals (and anyone with common sense) can attest, people who are prone to suicidal ideation 
and suicide attempts will become more suicidal in an isolated setting. For instance, between 1995 and 2005, 7 of the 
13 suicides that occurred in Oregon State Penitentiary happened in solitary confinement. Emotional health problems 
are particularly exacerbated in disciplinary segregation units, which have become the quick fix to management of the 
special challenges presented by inmates with extreme emotional health problems. Psychiatrist Stuart Grassian states 
that solitary confinement is ―toxic‖ to mental health. Anxiety attacks, hallucinations, and thought distortions are the re-
sult (The Oregonian, previously cited). The evidence for this claim is well substantiated. Psychologist Craig Haney 
notes: ―Empirical research on solitary and supermax-like confinement has consistently and unequivocally documented 
the harmful consequences of living in this kind of environment. [...] Evidence of these negative psychological effects 
come from person accounts, descriptive studies, and systematic research […] conducted over a period of four dec-
ades, by researchers from several different continents [...] (―Mental Health Issues in Long-Term Solitary and 
‗Supermax‘ Confinement,‖ Crime & Delinquency, vol. 49, no. 1, January 2003).  
 

Unfortunately, Oregon has a long way to go to catch up with states such as Texas, California, and Wisconsin, which 
have ruled that holding people in isolation who are considered ―mentally ill‖ is unconstitutional and violates the Eighth 
Amendment‘s prohibition against cruel and unusual punishment. Clearly, in regards to mental health consumer/
survivors, Oregon state officials, politicians, and the general public need to fully recognize solitary lockdown for what it 
actually is: psychological torture. The same inability to comply with the rules that initially gets emotionally distraught 
individuals placed in isolation, then tragically extends the actual time spent in isolated confinement. A March 2002 
report by forensic psychologist Keith Curry, based on research in eight prisons visited over a fifteen-day period, found 
that ―of the 68 inmates reviewed for whom the length of stay could be roughly estimated from the medical record, the 
average length of stay in segregation appeared to be 5.2 years with a range of one month to seventeen years‖ (Ill-
Equipped, previously cited, page 153). According to this same report, ―… research also suggests that mental health 
staff are unduly quick in concluding that prisoners who request psychiatric assistance are malingering. Staff suspicion 
of malingering — and the decision to withhold services — is particularly prevalent for segregated prisoners who may 
have an understandably strong desire to gain even a temporary reprieve from their conditions...‖ (page 156). 
 

Jana Russell, Administrator for Counseling & Treatment Services for the Oregon Department of Corrections (ODOC), 
related that as of August 31

st
, Oregon has 398 prisoners receiving ―accelerated mental health services‖ in the 

―disciplinary segregation unit‖ (DSU), whereby individuals who have violated various rules are separated from the gen-
eral population. Another 154 individuals on the mental health caseload who are considered ―dangerous offenders‖ live 
in the Intensive Management Unit. Together, these two units comprise what is normally thought of as solitary confine-
ment in Oregon prisons. Dr Arthur Tolan, Jana Russell‘s predecessor at ODOC who now works as Clinical Director for 
Oregon State Hospital, was asked whether a known psychiatric condition would shorten the time spent in solitary con-
finement. He stated that ―We did develop a system that takes into account the mental health condition as related to 
certain behaviors. Generally, mental health staff have input into the disciplinary process and can recommend a variety 
of options from reduced time in DSU to a diversion process from DSU to the Special Management Unit (SMU). The 
SMU should be […] thought of as a Mental Health Infirmary (MHI).‖  When Dr. Tolan was asked if there was enough 
space in the SMU for all inmates who need it, he replied that ―The answer is no. In Oregon for about 2700 inmates 
with severe and persistent mental illness there are about 82 in-patient "crisis" beds available. This represents too 
small of a number of specialized in-patient beds. […] It is important to understand that the MHI beds are also very ex-
pensive as the staffing pattern is the most intense out of all other housing arrangements.‖ 
 

Not only is the criminal justice system the wrong place to send consumer/survivors who commit minor offenses, it is 
also much more costly than appropriate community responses. The 2006 state survey mentioned above notes that 
Oregon jails spend close to 33% more money on inmates designated as having mental illness than on others. An in-
dependent study conducted by the Rand Corporation for Allegheny County, Pennsylvania, concluded that the in-
creased cost of treating consumer/survivors in the community who were criminally charged was more than offset by 
the decrease in jail costs. Allegheny County used a mental health court (MHC) to divert people from jails, and state 
officials noted drastically lower recidivism rates for those in the program (http://www.post-gazette.com/pg/
pp/07061/766208.stm). John Engberg, a Rand economist, stated that over a two year period there was a savings of 
$3.6 million for the 200 people who were in court. Concerning MHCs closer to home, Portland State University re-
searcher Heidi Herinckx studied 368 misdemeanants with ―severe and persistent mental illness‖ in the Clark County, 
Washington, MHC. She found that for those who ―graduated‖ from the courts, overall crime rates were reduced 4.0 
times after one year. Probation violations were also reduced by 62 percent. Additionally, graduates were 3.7 times 
less likely to re-offend than non-graduates. It is important to note that participation in the Clark County MHC is volun-
tary, and that ―...at the system level, the MHC represents significant interagency service coordination between the 
mental health, adult corrections, and the local consumer advocacy agency‖ (http://ps.psychiatryonline.org/cgi/
reprint/56/7/853).  

 

MHCs are specialty courts that are designed to keep ―mentally ill‖ offenders out of jails by diverting them into commu-
nity-based mental health services and treatment, which usually includes medication. Currently,  ...continued on page 5 

http://www.post-gazette.com/pg/pp/07061/766208.stm
http://www.post-gazette.com/pg/pp/07061/766208.stm
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Criminal (from page 4) only a small handful of Oregon counties have MHCs. Most MHCs are designed to handle only 

misdemeanors, although there is a growing national trend for these courts to handle more serious crimes. Many 
MHCs require a guilty plea as a prerequisite for entry, a policy to which most mental health advocates stand opposed. 
Many consumer/survivors also take exception to any policy of involuntary referrals to MHCs or the forced use of psy-
chiatric treatment. As David Oaks, Director of MindFreedom (www.mindfreedom.org) puts it, ―In no case […] should 
even the most creative sentencing include intrusive and potentially irreversible psychiatric procedures such as electro-
shock, neuroleptics, etc.‖  
 

Oregon has a unique system for handling crimes committed by people who are deemed to be mentally ill and who are 
also considered to pose a risk of physical injury, known as the Psychiatric Security Review Board or PSRB (Note: at 
the time that interviews were conducted for this article, Mary Claire Buckley, PSRB administrator, was unavailable for 
commentary due to being out of state). Under the PSRB system, the individual charged with a serious crime pleads 
guilty except for insanity (GEI), and if deemed appropriate, will be placed under the jurisdiction of the PSRB 
(composed of 5 members drawn from different disciplines), and will then usually be sent to Oregon State Hospital 
(OSH) in Salem. The individual could be eventually released into community housing under the strict supervision of 
the PSRB, but can be forcibly returned back to the hospital for breaking any condition of release. The individual found 
GEI will be put under PSRB jurisdiction for a length of time equal to the maximum sentence he or she would have re-
ceived if found guilty. This provision, generally known as the ―maximum sentence rule‖ (MSR), has been the subject of 
criticism from consumer/survivors for several years. Amy Solt, an Advocate at the Oregon Advocacy Center (OAC), a 

nonprofit agency advocating for the rights of people with disabilities, 
explained that in regards to the MSR, ―A lot of people bring this up all 
the time. Some feel that they were not adequately educated about just 
what PSRB jurisdiction entailed.‖ She was echoed by Beth Englander, 
OAC staff attorney, who said ―People who are advising defendants do 
not always seem to understand the full extent of PSRB.‖ In regards to 
her time spent under the jurisdiction of the PSRB, Nona Clark, Execu-
tive Director of the Washington County Consumer Council (WCCC), 
remarked that, ―I was given an attorney who had never used the GEI 
defense and knew nothing about the PSRB or the ‗maximum sentence 
rule‘. As a result, I knew nothing about the choices I had. I think they 
need to teach the MSR in law schools if they don't already.‖ 
 

Tyrone Waters, Peer Lead Job Coach with Cascadia Behavioral 
HealthCare in Portland, who serves on the Board of Directors of the 
OAC, also spent time under the jurisdiction of the PSRB. ―There is dis-
crimination with regard to the mentally ill person under PSRB,‖ he said. 

―Under PSRB guidelines, the sky is the limit. […] There are no checks and balances in comparison to the prison pa-
role board. Under the criminal justice system, a person commits a particular crime and gets 5 years with no parole, 
whereas a person committing the same crime could get 20 years placed under the jurisdiction of the PSRB. […] There 
are countless individuals who did not have the MSR explained. People should only be sent to the state hospital long 
enough to be stabilized, and should then be released to become productive members of society.‖ 
 

Bob Joondeph, Executive Director of the OAC, stated that, in regards to the frequent criticism that people are not ade-
quately informed of the MSR, ―remedies for problems could include better training for lawyers and judges and perhaps 
a written form that spells out the effect of choosing the PSRB route. […] I think the most verifiable approach is to make 
sure that the judge asks the defendant on the record in open court if s/he understands the effect of choosing the 
PSRB route and that doing so can result in a lengthier loss of freedom.‖ See www.oradvocacy.org. 
 

As the criticisms above would indicate, there appears to be some room for improvement of the PSRB model. Howev-
er, despite complaints, Oregon‘s PSRB system is being studied by policy analysts in other states as a way to keep c/s 
offenders out of prisons whenever appropriate. Nationwide, the use of the ―insanity defense‖ has been increasingly 
under attack. Several states have even adopted ―guilty but mentally ill‖ laws, which impose the same sentence as that 
for someone who is not considered mentally ill – in effect elevating the idea of penal retribution above that of commu-
nity treatment and reintegration into society. The PSRB system makes some sense to policy makers who are search-
ing for ways to counter this trend.  
 

Clearly, things do need to change at the state and national levels. In Oregon, Bob Nikkel reports that there is some 
reason for hope. He expects the number of consumer/survivors in county jails to decrease with the commitment from 
the 2007 legislative assembly to invest $4 million in state General Funds for jail diversion projects, which are expected 
to include, among other things, ―mental health court diversion agreements, housing supports, discharge planning for 
state hospital patients who are being treated until able to aid and assist in their own defense, and integrated treatment 
interventions for the vast majority of persons with mental illness who end up in the criminal justice system.‖ Nikkel also 
notes that with the increased implementation of Senate Bill 913 (passed in 2005), the number of individuals who lose 
Medicaid benefits upon release from detention is steadily decreasing.  
 

http://www.mindfreedom.org/
http://www.oradvocacy.org/


 

 The board of directors of the new organization consists of 
Beckie Child, Drake Ewbank, John Hall, Meghan Caughey, 
and Jim Underwood. Beckie Child, president of the new 
organization‘s board of directors, says, ―I‘m excited about 
the possibilities for the future with the merging of these two 
organizations as we continue efforts to transform the men-
tal health system.‖   
 

Criminal (from page 5) In Oregon there are no peer-

delivered services specifically designed to aid individuals 
who have had contact with the criminal justice system. 
However, those services that do exist see their share of 
individuals with incarceration experience. Clearly, peer sup-
port needs to be a big part of the picture of enhanced ser-
vice provision to such consumer/survivors. Corbett Monica, 
Executive Director of Dual Diagnosis Anonymous of Ore-
gon, an agency designed to serve the needs of people with 
both a diagnosis of mental illness and a substance abuse 
problem, works with many individuals who have had jail or 
prison experience. He believes that services such as MHCs 
and PSRB could be improved if access to consumer-driven 
services were increased as part of a package of interagen-
cy service coordination at the system level. Monica, who 
had contact with the criminal justice system as a youth and 
young adult, stated that ―the opportunity to serve others has 
been an essential part of my recovery. I believe strongly 
that positive changes in these systems do not occur unless 
consumers are willing to step up and share their experienc-
es.  A huge part of this process should focus on helping 
others who serve time.‖  

Oregon Consumer/Survivor Network 
Mental Health Association of Oregon 

1600 SW 4th Avenue, Suite 900 
Portland, OR 97207-0751 
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STRONGER TOGETHER 
 

PeerLiNC Oregon (formerly known as the Office of Con-
sumer/Survivor Technical Assistance – OCTA) has joined 
forces with the Mental Health Association of Oregon 
(MHAO) to form one merged organization: PeerLiNC/
MHAO. Thus, an organization active in grassroots training 
and technical assistance with consumer/survivors from 
across the state (PeerLiNC) is now fused with an organi-
zation long active in mental health systems advocacy 
(MHAO). 
 

The new organization‘s mission statement reflects the 
history and operational focus of the two predecessor or-
ganizations: ―An inclusive grassroots organization dedi-
cated to empowering consumer/survivor voices to drive 
services and policies that foster wellness and full partici-
pation in the community.‖ 
 

PeerLiNC/MHAO is actively involved in ongoing work in 
Oregon‘s consumer/survivor community. In addition, a 
variety of grant proposals developed by the organization 
have been submitted to different funders, and funding 
decisions on those are now pending.  
 

Said Rollin Shelton, Executive Director of PeerLiNC/
MHAO, ―No one could have foreseen when state funding 
was eliminated for OCTA in 2003 that a stronger, more 
robust organization would ultimately emerge from that 
crisis. That has happened, and it is due in no small part to 
many, many individuals who refused to accept defeat 
when defeat was the only choice being offered.‖ 

Oregon’s ONLY Statewide Consumer/Survivor News Source 


