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It commonly is believed that reversal of schizophrenia is accomplished primarily through

neurolepric drug treatment, but this belief can be maintained only by ignoring a great

deal of material published in the historical and scientific literature. A brief historical

review is provided which reveals that neuroleptics became the treatment of choice after

2 centuries of physically abusive "treatments" that more resembled torture than treat

ment. The rationale offered for these abuses was chat insanity was primarily a physical dis

order and that without these methods no recovery was possible. A review of loog-cerm

studies of people diagnosed with schizophrenia is provided to show, however, that schiz

ophrenia reverses naturally inmost people, with the highest sate of recovery occurring in

a nonindusrrialized country where no neuroleprics were used. Chlorpromazine was the

that neurolepric introduced, and, after excluding both studies with less than I year of fol

low-up and drug-withdrawal studies, only three studies with a randomized, placebo-con

trolled design were found. These three studies are reviewed, and all three show berier

outcomes in the placebo group. Two of the three had staristically significant differences.

These findings suggest that neuroleptics may help suppress symptoms in the short run, but

that in the long term they actually impair recovery.

T
he hiscory of psychiatric treatment of people considered mentally ill is a tragic

one, and painful ro recount. In mid-eighteenth century England, rhe first "mod

em" treatments were established. These included: creating open sores into which

caustics would be rubbed daily for months; repeated bleedings to the point of loss of con

sciousness; liberal use of purges, ernetics, "stripes," "blows," restraints, and straight jack

ets; simulated drowning to the point of unconsciousness; near-starvation diets; and a

specially constructed "swinging chair" which could induce vomiting, convulsions, and

involuntary urination and defecation Hunter & Macalpine, 1963; Scull, 1989;

Whitaker, 2002. All of these methods were defended by the physicinns using them as

necessary medical treatments, without which recovery would be impossible. Physicians

claimed that insanity was a physical disorder and presented elaborate theories to explain

why the insane needed these aggressive physical treatments. The treatments were effec

tive in at least one war they quickly quieted down unruly and disturbing inmates, mak

ing life in the asylum more tolerable in the short Leon. The long-term effect was to

perpetuate both the rational and irrational fears that were actually the primary problem.

For a few decades in the early l800s, these cruel treatments were replaced by a much

more humane approach. Quakers from York, England, decided to create a "retreat" for

people In psychospiritual distress when one of their members died from abusive treat

ment in an asylum. They believed that soft speech, kindness, and comfortable, safe liv

ing conditions would best help the insane to recover. About 70% of people provided
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these conditions did recover and returned to respectable places in society Bockhoven,

1972; Scull, 1989. In contrast to the complicated explanations for physical treatments,

they stated that they did "little more than to assist nature" in the healing process Tuke, as

cited in Whitaker, 2002. While claims of dramatic successes were common and are best

viewed with skepticism, randomized studies of programs similar to moral treatment that

have been carried out in the last 30 years have had similar results, without using neurolep

tics or other "physical" treatments Bola & Mosher, 2003; Irwin, in press. The Quakers'

approach, which came to be known as "motal treatment," quickly spread to other parts of

Europe and to the United States, and by 1840 it had become the dominant system.

When moral treatment was applied on a mass scale, flnancial limitations caused a

steady decline in the quality of the retreats. Some physicians saw an opportunity to

reclaim the control that they had lost, and denounced moral treatment as an "unscien

tific" approach ran by "gardeners and farmers" who did not understand the "pathology

and treatment of the disease" Spitilta, as cited in Whitaker, 2002. By 1880, moral treat

ment had been completely eradicated. Insanity was again labeled a physical disease, and

physical treatments were reintroduced. From the 1890s to the 1930s these treatments

Included: prolonged immersion in very cold or very hot water, which might last days;

"needle showers" with jets of pressurized water; "wet packs" where patients were wrapped

in wet sheets and left to be squeezed like a vise as they dried; surgeries, such as, hysterec

tomy, ovariectomy, clitoridectomy, tonsillectomy, colectomy, cholecystectomy, appen

dectomy, and orchiectomy injections of various crude glandular extracts; and "deep sleep

therapy" where people were kept in a drug-induced sleep for days or weeks at a time. All

of these met with initial claims of dramatic cures, but, ovemll, the patients tended to do

poorly Braslow, 1997; Whitaker, 2002.

During this same period, eugenic-s became the dominant explanatory model for men

tal illness, and by the l920s, American society had accepted the Idea that mental illness

was genetic in origin. People labeled mentally ill were considered a detriment to society,

and to prevent them from breeding they were locked in asylums. Forced sterilization laws

were passed, widespread sterilization campaigns were implemented, and there were even

calls for euthanasia. The founder of the American Eugenics Society, Madison Grant,

wrote an extremely popular book which advocated euthanasia Grant's book was read by

Adolf Hitler, who later ordered the extermination of about 70,000 mental patients before

moving the gas chambers to concentration camps in Eastern Europe Whitaker, 2002.

In the 1930s a new group of treatments became widespread- They quieted people

down quickly, and, this time, more often permanently. These included insulin-induced

comas, Metrazol-induced convulsions, electroshock, and frontal lobotomy-and they

all worked by causing widespread death of brain cells, a fact that was openly admitted

at the time based on animal research and postmortem autopsies Breggin, 1997;

Whitaker, 2002. Insulin coma therapy used overdoses of insulin to cause widespread

brain cell death. The comas were very deep and repeated as many as 60 times to

increase the chances of long-term damage. The person who was once "mad" would

become peaceful, quiet, and infantile after such a course- Sometimes these changes

were permanent, but more often people gradually returned to their previous stare. This

was a dangerous treatment with a high mortality rate, so when it was found that a drug,

Metrazol, could create powerful seizures that left the patient in a similar state as those

given insulin comas, it was readily adopted. `While mortality was much lower, as many

as 43% of people given a course of Metrazol suffered bone fractures because of the

repeated explosive seizures they experienced- When electric shocks were found to

induce similar seizures with less physical damage, electroshock therapy was adopted.
Psychiatrists again openly admitted that widespread brain cell death was the main ther
apeutic measure, and that "the greater the damage, the more likely the remission of psy
chotic symptoms" Freeman, as cited in Whitaker, 2002.

The final treatment to gain widespread use before neuroleptics were introduced was

frontal lobotomy. This procedure also win hailed as a great breakthrough, and the charac

ter changes it caused were usually permanent. By 1950, after nearly 15 yeats of use, a fair

ly clear description of its effects emerged in the writings of two of its main proponents,

Walter Freeman and James Watts 1950. About 25% of recipients were left completely

infantile, often losing their toilet-training ability, another 25% could converse but were,

in the words of Freeman and Watts, "at the level of a domestic invalid or a household pet"

p. 190. Among the remaining 50%, those with the very best outcomes could actually

perform work, but because of their extreme lack of initiative they were not expected to

hold jobs for very long. They also lost any creative imagination or musical ability, no mat

ter how gifted they were prior to the surgery.

In 1954 when the first neuroleptic, chlorpromazine, was introduced, these four treat

ments were the standard of care In industrialized countries, but it was becoming clear how

poor the outcomes actually were- Chiorpromazine was obviously preferable, and was

hailed as the next breakthrough even though only a few short-term studies had been per

formed. When the first long-term results were published about 10 years later, neurolep

tics had already become the standard of care, and the negative long-term results were

completely ignored.

RESISTANCE TO BIOLOGICAL TREATMENTS

A number of people argued against these physical treatments, and many also have argued

against the use of neuroleptics, Including some leading psychiatrists- Harry Stack

Sullivan, a psychiatrist who founded the journal Psychiatry and was editor of the American

Journal of Psychiatry for marty years, wrote in 1940:

If it vera not for the fact that schizophrenics can and do recover; and that some exrmor

dinarily gifted people suffer schizophrenic episodes, I would not feel so bitter about the

therapeutic situation in general and the decortication treatments [insulin coma,

Metraxol, electroshock, and frontal loboromyl in particular- Sullivan, 1940. p-i3

Sullivan started his career in psychiatry by creating a therapeutic model for people

diagnosed with schizophrenia, an interest which continued until his death in 1949

Sullivan, 1962. He had suffered a psychotic break himself as a young man, and once

told a colleague that "he was glad that no electric shuck or lobotomy hod been prevalent

when he was growing up, [because] his case might have been treated so drastically that

he would have ended up as a vegetable" Perry, 1982, p..

Peter Breggin is another well-known psychiatrist who argues against biological treat

ments- In 1954 he began volunteering in a state mental hospital at the age of eighteen

Breggin, 1991- He has published numerous scientific articles and books critiquing bio

logical psychiatry, and wrote, simply: "There is relatively little evidence that neuroleptics

are helpful to the patients themselves, while there is considerable evidence that psy

chosocial interventions are much better" Breggin, 1991, p. 67. He has consistently

argued that neuroleptics make it much more difficult for people to have a meaningful
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