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Summary

An experimental interview with a young woman diagnosed with
paranoid schizophrenia led to her rapid recovery. This incident and
questions raised about psychiatric practices suggest that something
is seriously wrong with psychiatry. It lacks insight into its own
behavior, invalidates constructive criticism, avoids the kind of self-
examination it urges on “patients,” shows little interest in accounts
of successes with “schizophrenic” individuals, erroneously lumps all
the schizophrenias (plural) together in research studies, feels help-
‘less and hopeless about schizophrenia, dismisses evidence that con-
tradicts its inaccurate beliefs, and misrepresents what is known
about “schizophrenia”to the public and to patients. The argument is
put forward that research should begin to focus on the mind of the
beholder. It is time for researchers to examine the- cognitive
processes, personality fraits, and motives of “mental health”
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professionals who perceive schizophrenia in others and insist that
schizophrenia is an incurable brain disease.

When I was a staff psychologist at.a neuropsychiatric institute in
1965, I conducted an experimental interview with an 18-year-old
woman diagnosed as “acute paranoid schizophrenic.” I'd been
influenced by the writings of Carl Jung, Thomas Szasz, and Ayn
Rand and was puzzled about methods for training psychiatric resi-
dents that are unreported in the literature. I prepared for the
interview by asking myself questions. Iwondered what would hap-
pen ifIlistened tothe woman as & friend, avoided letting my mind
diagnose her, and questioned her to see if there was alink between
events in her life and her feelings of self-esteem. My interview with
" her was followed by her quick remission. .

This account raises important questions about (a) the powerful
influence of the interviewer's mindset and way of relating to
patients perceived as “gchizophrenic,” (b) aspects of psychiatric
training and practices that have never been researched, (c) why
psychiatrists misrepresent what is scientifically known about
“gchizophrenia,” and (d) why the psychiatric literature is silent
about the personality characteristics of people who fully recover
from their so-called “schizopbrenia” and the processes by which
they recover. : _ ‘

My duties as a staff psychologist at the Neuropsychiatric Insti-
tute at the University of Michigan Hospital in 1965 included
attending morning “rounds.” The staff gathered in a small confer-
_ence room at 7:30 a.m. to hear-various announcements andreports - -
about patient admissions and discharges. - S

One morning, the head nurse of the locked ward reported the
admission of an 18-year-old woman. The psychiatric resident who
admitted her the previous evening said, “Molly’s" parexits brought
her in. They told us Molly claims God talked toher. My provisional
diagnosisis that sheisa paranoid schizophrenic. Sheisvery with-
drawn. She won't talk to ine or the nurses.” -

For several weeks, the morning reports about Molly were the
same. She would not participate in any ward activities. She would
not talk to the nurses, her caseworker, or her doctor. The nurses
couldn’t get her to comb her hair or put on makeup.

Because of her withdrawal and lack of response to staff efforts, -
the supervising psychiatrist, David Bostian, told the resident in
charge of Molly-to begin plans to commit her to Ypsilanti State
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Hospital. Bostian said the university hospital was a teaching facil-
ity, not one that could hold patients who need long-term treat-
ment. The staff consensus was that she was so severely paranoid
schlzophrenic she Would probably spend the rest of her life in the
back ward. -

I decided that because she was headed for the “snake pit,” thlS
was an opportumty to interviewa psychlatnc patientin a way very
different from how I'Had been trained in my clinical psychology
program. I asked Moll}fs doctor, d tthd-year resident; for permis-
sion to adm"' ter ‘Home’ “psyctiological tésts wid interview her
before she was transferred tothe state hospital. The resident said I
could try, althoiigh shé expected ndtfung to'come of my efforts.

I contacted thé head nurse and arranged to meet with Molly the
next morning in the ward dining room. At home that’ evehing, I
prepared myself for'the inteiview with Molly by reflecting on a
cluster of the followmg four issties and concerns:

1. Afterreading The Myth of Menital Iliness by Thomas Szasz (1961), I
began to notice that the only time I saw men‘tal illness” in anyone
was when I was at the hospital wearing my long white coat, work-
ing as a psychologist. When.I: was outside the hospital, 1 never
thought of anything; people said as “sick,” no matter how outra-
geous their words or actions. I found it interesting that my percep--
tion of “mental illness” in people was 8o 51tuahona11y influenced.

2. I had been puzzled about an unresearched “unreported, aspéct of
the way psych1atnc Tesidents talked to newly admltted merital pa-
tients: At ourinstitute, each psychiatric resident was réquired to
convince his or her patients that they were “mentally ill.” I was
present in the office of a resident, for example, during a shoutmg
match with a patlent Tony, who refused to believe that he was

’ mentally ill.” ToAy was a 20-year-old ‘tinemployed factory worker.
He was in our facility for & court-érdered examination because he -
had beaten up lis-father in a fistfight. Also present in the room
were his wife, a social worker, .and.a large male aide.

) The psychlatnc resident said, “Tony, your behavior is sick. We
can treat you here as an outpatlent but you must understand you
are mentally ill before we can make any progress.”

Tony shouted, “No, I'm not! You doctors are crazy if you think I’
mentally illl”

The resident, with his voice raised, responded, “We've argued
about this before. You must believe you are mentally ill or we can’t
help you!”

Tony’s face got red. His nostrils flared. His breathmg quickened.
He yelled, “Im not mentally illl”

' Tony’s wife reached over and put her hand on his arm.

The resident yelled, “Yes, you are!”
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Tony yelled, “No, I'm not!”

The resident responded, “Yes, you are!”

And so it went.

Finally, the resident shook his head and said to the aide, “Take
him back.” . . .

Such arguments between psychiatric residents and patients
were common. I searched through the psychiatric literature, but
could not find any research about why it is essential in the early
stages of psychiatric treatment to convince patients that they are
mentally ill. How to Live with Schizophrenia, by psychiatrists
Abram Hoffer and Humphry Osmond (1966), contains a written
statement typical of what patients were commonly told:

As a patient, you have a grave responsibility to yourself and to your
family to get well. You will have no problem if you are convinced that
you aréill. But no matter what you think, you must do all you can to
accept the statement of your doctor that you are ill. (p. 153)

The psychiatri¢ literature contains a few articles and discus-
sions about “lack of insight” in patients (McEvoy et al. 1989b), but
there is no research exploring the validity or therapeutic rationale
of efforts to convince people they are ill. . .

Such efforts, routine at our institute, created some weird situa-
tions. For example, we heard at staff rounds about a man admitted
to our service with a diagnosis of “acute paranoid state.” His main
cotiplaint was that people were trying to force thoughts into his
mind. I was curious about his point of view of his experience. I

_obtained  permission from his psychiatric resident to interview
him. An aide brought the man, whom I will call Ron, to my office.
He was 25 years old, about 6 feet tall, clean-shaven; in good physi-
cal shape, and nicely dressed in slacks and a clean shirt. He shook
hands with me and moved with confidence. '

After he sat down, I asked him, “Why are you here in the hospital?”

Ron: My wife and family say I don’t think right. (clenches jaw) They say
I talk crazy. They pressured me irito this place. :

A.S. (Al Siebert): You're a voluntary admission, aren’t you?

Ron: Yes, It won’t do any good though; they’re the ones who need a psy-
chiatrist. : :

A.S.: Why do you say that?

Ron: I work in sales in a big company. Everyone there is out for them-
selves. I don’t like it. I don’t like to pressure pedple or trick then into
buying to put bucks in my pocket. The others'seem to goforit. .. self-
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ish, clawinig to get ahead. I tried to talk to my boss, but he saysIhave
the wrong attitude. He rides me all the time.

A.S.: So what is the problem with your family?

Ron: I've talked about quitting and going to veterinarian school. I like
animals. I'd like that work. My wife says I'm not thinking right. She
wants me to stay with the company and work up into management.
She went to my parents and got them on her side.

We talked for a thle about how his wife and parents wanted
him to live up to their dreams for him. I'said, “I still don’t see the
reason for your being here.” .

Ron: They’re upset because I started yelling at them how selfish they
are. My wife wants a husband who earns big money, owns a fancy
home, and drives an expensive car. She doesn’t want to be the wife of
a veterinarian. They can’t see how selfish they are in trying to make
me fit into a slot so they can be happy. Everyone is telling me what I
should think and what should make me happy. ' -

A.S.: So you told them how selfish they are?

Ron: Yes. They couldn’t take it because they believe they are only inter-

" ested in my welfare. (He sagged in his chair and held his face in his
hands.) . T

A.S.: Did you tell the admitting physician about them trying to make
you think right?” ’ .

Ron: Yes. Everyone is trying to brainwash me. My wife, my parents, the
sales manager. Everyone is trying to push their thinkihg into my
head. ) . '

A.S.: How do you feel about all this? ) )

Ron: I feel angry. They say they have done this to help me, but they
don’t care about me. They’re all selfish. Afraid Il upset their tight
-little 'worlds. I shouldn’t be here. :

I'sawthat Ron’s doctor was obediently acting as trained when he
diagnosed Ron as paranoid. The consequence, however, was a
“crazy-making” double-bind for Ron. His doctor was saying to him,
in essence, “Because you believe that peopie are trying to force
thoughts into your mird, you must accept into your mind the
thought that you are mentally ill.” ‘

Two days later, Ron signed out. It was rumored that he took off
for California. :

These incidents helped me see how hard psychiatrists try to
force their words and thoughts into patients’ minds without
insight into what they are doing. When a patient disagrees, this is
diagnosed as “resistance” or “lack of insight” and viewed as
another sign of “mental illness.”
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3. During admissions meetings, I had observed that when a patient
was reported as talking in bizarre ways, the staff would reflexively
declare the person “schizophrenic.” Diagnosis seemed more impor-
tant than understanding. No one seemed influenced by Carl Jung
(1961), who said in his autobiography, :

Through my work with the patients 1 realized that paranoid
ideas and hallucinations contain a germ of meaning ... . The
fault is ours if we donot understand them. ... It was always as-
tounding to me that psychiatry should have taken so long to look
into the content of the psychoses. (p. 127)

4. Thad just finished Ayn Rand’s Yook Atlas Shrugged (1957). I was
impressed with her portrayal of how the need for self-esteem influ-
ences what people do, say, think, and feel. I'd been noticing, for ex-
ample, that when someone made a statement of extremely high
self-esteem, most people reacted negatively and tried to tear the
person down. I wondered what was wrong with thinking highly of

“oneself. .

MY QUESTIONS

As I prepared myself for my interview with Molly the next day, I
developed four questions for myself: ’ -

What would happen if I just listened to her and did not allow my mind
to put any psychiatric labels on her?

What would happen ifI talked to her believing that she could turn out
to be my best friend? o

What would happen if I accepted everything she reports about herself
as being the truth? '

What would bappen if I questioned her to find out if there is a link be-
tween her self-esteem, the workings of her mind, and the way that
others have been treating her?

THE INTERVIEW WITH MOLLY

The next morning, I took my Wechsler Adult Intelligence Scale
testing kit and Bender-Gestalt cards with me tothe ward. Ilaid out
the materials on a table in the dining room and waited until the
nurse brought Molly in.

Molly was about average height and looked slightly overweight.
Her shoulders slumped forward. She was a pldin-looking young
woman wearing no makeup. Her straight, light brown, shoulder- -



40  Non-Diagnostic Listening

length hair needed washing. She wore a loose, faded, cotton dress.
Dowdy was the word that came to mind.

When the nurse introduced us, Molly glanced quickly at me. She
did not say anything, even though I could feel her atten’aon onme.
She seemed frightened and lonely.

I seated her at the end of a table and I sat at the side. Instead of
trying to. talk with her, I put her to work. copying: Bender-Gestalt
designs onto sheets of paper. She cooperated and did what I asked.

I'was not especially interested in how well she could draw; I just
wanted her to become comfortable with me. I sat, relaxed and
quiet. When she finished a drawmg, I would say, “Good ” “That’s
fine,” or “Okay, here’s the next one.” _

When she finished the drawings, I started her on the Wechsler
block design test. She followed instructions accurately and worked
at a good speed. I could see that she was not depressed and had no
obvious neurological problems.

She gradually warmed up to me, and she relaxed as we pro-
ceeded. After about 15 minutes, she peeked out from under her
hair and looked cautiously into my eyes.

At the first moment of good eye contact, I smxled and said
“Hello.”

She blushed and ducked her head.

I felt a rapport with her and felt that I could start a-conversa-
tion. It went like th1s

. A.S. (Al Siebert): Molly? (She looks up at me.) | am curious about some-
thing, Why are you here in a psyclnatnc hosp1ta1‘7
Molly: God spoke to me and said I was going to give birth to the second
Savior.
A_S.: That may be, but why are you here in this hospital?
~ Molly: (startled, puzzled) Well, that’s crazy talk.
A.S.: According to whom?
Molly: What?
A.S.: Did you decide when God spoke to you that you were crazy?
Molly: Oh. No. They told me I was crazy.
A.S.: Do you believe you are crazy?
Molly: No. But I am, aren’t I? (dejected)
A.S.: If you will put that in the form of a question, I'll answer you.
Molly: (slightly puzzled, pauses to think) Do you think I am crazy?
A'S.: No.
Molly: But that couldn’t have happened, could it?
A.S.: As far as Tam concerned, you are the only person who knows what
happens in your mind. Did it seem real at the time?
Molly: Oh yes!



Al Siebert 41

A.S.: Tell me what you did after God spoke to you.

Molly: What do you mean?

A.S.: Did you start kmitting booties and sweaters and things?

Molly: (laughs) No, but I did pack my clothés and wait by the door sev-
eral times. . ‘

AS.: Why?

Molly: I felt like I would be taken someplace.

AS.: It wasn’t where you expected, was it?

Molly: (aughing) No!

A.S.: One thing I'm curious about.

Molly: What? ) . . ,

A.S.: Why is it that of all women in the world, God chose you to be the
mother of the second Savior?

Molly: (breaks into a big grin) You know, T've been trying to figure that
out myself! }

A.S.: P’m curious. What things happened in your life before God spoke
to you? , .

It took about 30 minutes to draw out ber story. Molly was an
only child who had tried unsuccessfully to earn love and praise
from her parents. They only gave her a little love once in a while,
just enough to give her hope she could get more. She. voluntarily
did many things around-the house, such as eooking and cleaning..
Her father had been a musician so she joined the school orchestra.
She thought this would please him. She practiced hard, and.the
day she was promoted to first chair inthe clarinet section, sheran
home from school to tell her father. She expected him to be very
proud of her, but his reaction was to smash her clarinet.across.the
kitchen table and tell her, “You'll never amount- to:anything.”

After graduation from high school, Molly entered nursing
school. She chose nursing because she believed that in the hospi-
tal, the patients would appreciate the nice things she would do for
them. She-was eager and excited about her first clinical -assign-
ment, but it turned into a shattering expérience. The two women
patients ehe was assigned to criticized her. She could not do any-
thing right for them. She felt “like the world fell in.”.She ran away
from school and teok a:bus to the town where her high school boy-
friend was in college. She went to see him, but he told her to go
. home and-write to him. He said they could still be friends, but he

wanted to date other girls. C

AS.: How did you feel after that?
Molly: Awful lonely.
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A.S.: So your dad and mom didn’t love you, the patients were critical
and didn’t like you, and your boyfriend just wanted to be friends.
That made you feel very sad and lonely,

Molly: (head down, dejected) Yes, there den t seem to be anyone in the
whole world who cared for me at all.

A.S.: And then God spoke to you.

Molly: Yes. (quietly)

A.S.: How did you feel after God gave you the good news? -

Molly: (looks up, smiles warmly at me) I felt like the most special per-
son in the whole world.

A.S.: That’s a nice feeling, isn’t it?

Molly: Yes, it is.

(The kitchen crew came into the dining room to set up for lunch.) -

A.S.: I must go now.

Molly: Please don’t tell them what we’ve been talking about. No one
seems to understand.

A.S¥1 know what you mean. I promise not to tell if you won’t.

Molly: I promise.

Two days later, I was walking through the locked - ward to see
another patient. When Molly saw me, she walked over and stopped
me by putting her hand 6n my arm. “I've been thinking about what
we talked about;” she said. “I've been wondering. Do you think I
imagined God’s voice to make myself feel better?”

She surprised me. I did not intend to do therapy, but she seemed
to see the connection. I paused. I thought to myself, “Maybe so. But
if there is an old-fashioned God who does things like this, then He
is watching! I don’t care what the other doctors and nurses do, I am
not going to give her a rough time. I am going to be her friend!” I
shrugged my shoulders. I said “perhaps” and smiled at her. She
smiled back with good eye contact, then turned and walked away.

At staff rounds, the head nurse reported a dramatic improve-
ment in Molly. She was now a cheerful, talkative teenager. She
spoke easily with her doctor, the nurses, and other patients. She
started participating in patient activities. She brushed and combed
her hair, put on makeup, and asked for nicer looking dresses.

At rounds a week later, Dr. Bostian described her amazing
recovery as “a case of spontaneous remission.” The plans to commit
her were dropped. A few days later, she was transferred to the open
ward and she did so'well that the doctors and nurses expected her
tobe discharged soon. Ileft the hospital soon after, so I wasnot able
to follow up. What would have happened to her if I had not taken
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time to listen to her with an open mind and affirm her reality? The
psychiatric staff's prediction that she would spend many years in
the back ward of the state hospital would most likely have been
validated. .

DISCUSSION

One expects mental health professionals to be exemplary mod-
els of mental health. This would include being open-minded about

- new and better ways to be effective and receptive to constructive

feedback. But, just as the writings of Thomas Szasz have been
rejected and dismissed by mainstream psychiatry for over three
decades (Leifer, 1997), my efforts to have this account of my inter-
view with “Molly” published in a professional journal were, until
now, unsuccessful for more than 30 years. The one time the inter-
view was published in anewspaper article, the psychiatric commu-
nity reacted very negatively. S _

About 20 years ago, a patients’ rights advocate with the Mental
Health Association of Oregon asked me to write one of five articles.
commissioned for a series critical of psychiatric practices. The
series was preapproved by the editors of The Oregonian, our local
newspaper. My article asserting that mental illness is a faulty
paradigm included Molly’s story (Siebert, 1976). It was selected to
run first. The morning it was published, 2 group of prominentlocal -

psychiatrists demanded and were given an immediate meeting

With the publisher. At that meeting, they persuaded the publisher

to cancel the series and not publish the other four articles. Their
main argument, I was told, was that it is harmful for psychiatric
patients tohave doubts about the competence of their therapists.
The publication of “label dissolving” interventions by Aaron
Kramer and Lucien Buck (1997) and now this article are signs that

-the time may have arrived for the research lens to turn around and

focus on the cognitive processes, motives, and actions of those who
perceive others as schizophrenic. Until now, all published research
about “schizophrenia” has focused only on persons declared to
have it. No professional journals have published research examin-
ing the mental processes of those who perceive “schizophrenia” in
other humans. o :

There is ample evidence that something is wrong with psychia-
try. Itis predictable, for example, that current experts on “schizo-
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" phrenia” will declare that the psychiatric staff at the University of
Michigan Hospital made an incorrect diagnosis of Molly, that she
was not really “schizophrenic,” and that she isnot representative
of “schizophrenic” patients who eénd up in mental hospitals. The
key to significant progress with “schizophrenia” may be to stop
looking at what “mental health” practitioners think about their-
patients and to look at how the practitioners themselves think.
Important research questmns would include the followmg

Why is the psychiatric literature silent about why psychzatrzc
residents must try to.make patients believe they are mentally ill?

The requirement’ that psychJatnc residents work to convince
patlents they are “mentally ill” appears to bea real-life demonstra-.
tion of research aboiit reduction of cognitive dissonance (Festinger,
1957). A person who asserts a ‘certain belief gradually conies to
believe whit he or she is saymg Would psychiatry be populated by
practitioners Who can see signs of mental illhess in almost every
human (Caplan, 1995) if this practlce were changed”

' mcongruent m1xed messages” in thelr actlons and words. A | psy-
chiatri wfll in effect say to a person diagnosed as delusional,
“Because you beheve that people are trying to force thoughts into
your mind, you must accept into your mind the thought that you
are mentally ill.” The psych1atnst is ‘'unaware that he or she is
doing the very thmghe or shieis declaring is not happemng This is
a crazy-makmg” experience for psychiatric patlents

When someone diagnosed as schizophrenic disagrees that he or
she is ill, why does the psychiatric profession insist that the
person “lacks insight”?

McEvoy ét al: (1989b) conducted a study to explore “failure of
insight in sch;zophremc patients.” They concluded that “many
schlzophremc patlents . deny that they are ill, are upwﬂhng to
enter or remain in the hosp1ta1 dunng exacerbations of their illness,
and discontinue prescnbed medications ‘after discharge” (p. 46).
Furthermore "McEvoy et al. (1989a) found that “lack of insight
operates mdependently from levels of psychiopathology at admis-
sion and decrease of symptoms during treatment” (p. 50).
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The point here is that when people diagnosed as having “schizo-
phrenia” disagree that they are mentally ill, many:psychiatrists
believe their own perceptions are “reality” and-that the patients
“lack insight.”No consideration is given to the possibility that the
so-called “schizophrenic” person’s view that he or she is not “ill” is
valid.

The situation is especially disturbing in light of an observahon
made by psychiatrist Werner Mendel (1976):

In the post~World War II literature, there are many examples of
patiefits who went to state hospitalsincorreetly diagnosed éither as
schizophrenic or mentally retarded and who stayed for thirty-offorty
years only to be discovered, during the renaissance of psychiatry
after Woild War II, not to be 111 at all. These patlents showa psycho-
logical condition based entirely on having been in.the hospital for

thirty or forty years without any initial mental illness or mental
" retardation. (p. 123)

What has changed since the 1940s? What if inany people diag-
nosed as “schizophrenic” today are as right in their protests about
notbeing “mentallyil ” as were patients in the past (Farber, 1993)?

What are the cognitive processes in the mind of a person
perceiving schzzophrema in someone else?

Why does the thought, “That’s schizophrenic,” get tnggered in
the minds of elinicians When they hear a person revéal certain
thoughts and feehngs‘? Why is a disturbing person perceived as
“disturbed”? Is the perception of “schizophrenia,” in part, a stress
reaction in the mind of the beholder?

Why does the psychzatrzc professzon feel compelled to “treat”
people diagnosed as having “schizophrenia ” when, af'er 100
years of clinical experience and research, there is still nio proof

in the psychiatric literature that what is called “schizophrenia” is
a medical disease with demonstrable neurophyszologwal )
dysfunction?

Emil Kraeplm presented his concept of “dementia praecox” at
the University Psychiatric Clinic in Heidelberg on November 27,
1898 (E. Bleuler, 1950; Stromgen & Wing, 1973). A few years later,
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in 1911, Eugen Bleuler (1950) wrote in the German edition of his
© classic textbook on schizophrenia, “We do not know what the
schizophrenic process actually is” (p. 466). Duririg the 100 years
gince the phenomena called “schizophrenia” were first observed,
research has established the following:

o Schizophrenia remains a diagnostic enigma (Carpenter, 1983; Gottes-
man & Shields, 1982; Menninger, 1970). Even though more than
100,000 books and articles have been published on schizophrenia
(M. Bleuler, 1979a), contemporary psychiatrists confess that they
still do not know what “schizophrenia” is. Cancro (1974) admits that
when he was asked, “What is schizophrenia?” by a psychiatric resi-
dent, his first thought was, “God only knows” (p. 1). Rifkin (1984)
says, “The plain fact is that we just don’t know what schizophrenia
is” (p. 84). Herbert Pardes (1989), while president of the American

. Psychiatric Association, wrote in one of his monthly columns, ‘I do
ot know what this disease is yet; I do not know how many diseages-
it may entail” (p. 3). The diagnosis remains now, as 100 years ago, a
subjective conclusion based on being familiar with the current diag-
nostic indicators. )

« Most cases of “schizophrenia” occur in physically healthy young
adults (ages 16 to 25) who often have'a life history of being bright
and capable. “Schizophrenia” rarely first occurs in gnyone over 40, -
no matter how extreme the emotional and biological stressors
(American Psychiatric Association, 1994; Arieti, 1979; M. Bleuler,
1979b; Hoffer & Osmond, 1966; Ponyat, 1992; Smith, 1982).

o “Schizophrenia” occurs spontaneously with no identifiable cause-
(M. Bleuler, 1979a; Smith, 1982). Who will get “schizophrenia” is
unpredictable, and there is no immunity to it. ‘

e The diagnosis or nondiagnosis .of “schizophrenia” can'be more
strongly influenced by the mindset and expectations of the clini-
cians than by the mental and emotional condition of the person diag-
nosed (Rosenhan, 1973; Strauss & Gift, 1977; Szasz, 1976).

e People diagnosed as “schizophrenic” often have to be talked into
thinking they are sick and, in many cases, are forced to submit invol-
untarily to treatment (Appelbaum, Mirkin, & Bateman, 1981).

o The loiig-term outcome for any individual diagnosed with “schizo-
phrenia” is unpredictable (American Psychiatric Association, 1994;
E. Bleuler, 1950; Marengo, 1994; Méller & von Zerren, 1988). Some

_ people fully recover; roughly one half stabilize in socially acceptable

ways; and the others continue to have difficulties (Warner, 1985). It

is not a condition of slow, life-long, progressive deterioration
(Ponyat, 1992). It does not generally progress more than 5 years
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from onset; rather, it improves (M. Bleuler, 1979b; Harding, Brooks,
Ashikaga, Strauss, & Breier, 1987; Mendel; 1989).

o Thereisnoknown cure for “schizoplirenia.” Medication makes some
people with “gchizophrenia” worse (Buckley, 1982; Cohen, 1994;
Rappaport, Hopkins, & Hall, -1978); and hospitalization makes some
people worse (Kiesler, 1982):

Why do psychiatrists who specialize in schizophrenia misrepresent
what is known about schizophrenia to the public?

Prominent schizophrenié psychiatrists such as Nancy Andrea-
sen, editor-in-chief of the American Journal of Psychiatry, David

Pickar, chief of the experimental therapeuticsbranch of the National
Institutes of Mental Health, and E. Fuller Torrey have stated in
national broadcast interviews that schizophrenia is a brain dis-
ease like Alzheimer’s, Parkifison’s, or multiple sclerosis: (Farn-
s_worth,'199'8; Torrey, 1983, 1988, 19974a; Yolken & Torrey, 1995).
These statements are inconsistent, howéver, With research facts
and scientific evidence. : -

o Neurologists cannot independently confirm the presence or abserice
of schizophrenia with laboratory tests as they can with Alzheimer’s
disease; multiple sclerosis, and Parkinson’s disease. Postmortem
studies of deceased “schizophrenic” patients find no Alzheimer-like
neuropathology (Baldessarini, Hegarty, Bird, & Benes, 1997). The
majority of people diagiiosed as having schizophrenia show no neu-
ropathoelogical or biochemical abnormalities, and a few people with- -

out any symptoms of schizophrenia have the same biophysiological
abnormalities as do a feiw people With. “schizophrenia® (Siebert,
1999). ' .

o No one can catch a schizophrenia from someone else. During the
entire history of psychiatry, no psychiatrist, psychologist, nurse,
social worker, aide, or family member has ever caught or developed
- schizophrenia from contact with so-called“schizophrenic” persons
(Bernheim & Lewine, 1979; Gottesman, 1991).

o No one dies from schizophrenia, even when it is untreated (Mendel,
1989), although the suicide rate is-abave average in persons treated
for “schizoplirenia”by the mental health system (Caldwell & Gottes-
man, 1992; Roy, 1982). . : . -

o Contrary to the assertion that schizophrenia is a devastating,
dementing illness of progressive deterioration of cognitive processes
(Lindenmeyer & Kay, 1992; Maddox, 1988; McGlashen, 1988), re-
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search shows no decline in IQ from childhood to adult years (Russell,
Munro, Jones, Hemsley; & Murray, 1997). Richard Warner (1994)
reviewed all published “long-term. follow-up studies of schizophren-
ics” and found that “complete recovery.occurs inroughly 20-25 per-
cent of schizophrenics and sacial recovery in another 40-45 percent”
(p. 79). Longitudinal studies of thousands of ex-patients in many
countries show that one half to two thirds of the individuals diag-
nosed as schlzophremc are found, many years later, to have
achieved full fecovery 6r made significarit improvenient (Harding
et al., 1987; Siebért; 1999).

No one with Alzheimer’s, Parkinson’s, or multiple sclerosis has
recoverédd from his or her condition with psychotherapy, but many-
people have achieved full recbvery from schizophrenia as a result of
psychotherapy and/or miliet therapy; often without using'medica-
tions (Artiss, 1962; Colbert,1996; Jung; 1961; Karon, 1998; Lamg,
1967; Perry; 1974; Sechehaye, 1951;:Sullivan, 1962).

Individuals diagnosed as “schizophrenic” may be unusgually.percep-
tive and'insightful; they may enjoy rich:inner lives and achieye suc-
cessful professional careers (Arieti,. 1979 M. Bl
Kramer, 1977; Grant, 1975; Rokeach, 1981; Si . P
gist Fred Frese is an outstanding example (Buie, 1989).

A few people diagnosed with “schizophrenia” have recovered on -
their own with no ‘treatmernt of any kind (Brody, 1952; Frénch &

- Kasonin, 1941, Hof&haﬁ;’1985;"—Nas7a"1_‘-; 1998; Rubins, 1969).

Why is the psychz,atnc lLterature szlent about -he personalzty
characteristics of people: who fully recovered from schizophrenia?

Malcom Bowers, dJr. (1979) reports that “Some_.,psychotlc

-Not infrequently we observe thiat a patlent:.-.-':.'gets as:well ashe:was,
and then continues to 1m1')rove still further:zHé:becordes;:
say, “weller than well-™: - - there are thousan
ples who have not been d.\scovered or who'have
their expenences {p. 406)

ht

What are people hke who were- made better by thelr sorca]led

“schizophrenic” experience (E. Bleuler, ‘1950;Pickerings: 197 6,
Saniiélla, 1981)? What'is the fréqgiiency of “spontaneousremission”
from schlzophrema? Whydoes psychiatry dethorstrate ne mterest
in people who fully recover from schizophrénia? ¥
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Why is psychiatry'indifferent to pioneering breakthroughs that
demonstrate effectiveness with people diagnosed as
“schizophrenic”?

Many fepbrt's of psychotherapeutic successes with people diag-
nosed as schizophrenic have been published (Artiss, 1962; Colbert,
1996; Hoffer, 1997; Jung, 1961; Karon, 1998; Karon & Vanden-
bos,19_8_1_§"Laii_1'g,'"1967;' Mb‘g_}ié;","1978, 1999; Perry, 1974, 1999, Sul-
. livan, 1954), biit the psychiatric profession shows little interest in
learning from these syccesses. Why is psychiatry different from
other medical specialties when better ways of being .successful
(other than prescribingthelatest neuroleptic drug) are diseovered?

When Warner (1985).compared recevery rates from schizophre-
nia decade by decade, he found that “recovery rates from schizo-
phrenia are not significantly better now than they were the first
two decades of the century” (p. 79)..-Why has psychiatry lagged so
far l:ini light of solid breakthroughs achieved by other medi-
cal alties ;_‘i@:fhé'paSt 100 years? '

Why do psychiatrists react to reports of successful treatment of
schizophreriia. by rejecting the original diagnosis? Has '
psychiatry déveloped a closed belief System? ' '

Carl Jung (1961), after describing some of his early successes
with schizophrenic patiérits between 1905 and 1909, wrote the
following: ' '

While I was still at the clinic, I had to be most circumspect about
treating miy schizophtenic patients, or 1 would have been accused of
woolgathering: Schizophrenia was considered:incurable. If-one did:
‘achievesome improvement with acase of schizophrenia, the answer
was that it had not been real schizophrenia. (p. 128)

Kenneth Artiss (1962) reports the same reaction from a group of
psychiatrists who heard him explain how, by using milieu therapy,
he had achieved.a 64% recovery rate from a group of 42 patients all
diagnosed as schizophrenic by qualified psychiatrists. Some psy-
chiatrists in his audience wrote to him afterward, saying, “We are
amazed and incredulous concerning your reports about the speed
with which symptoms disappear. We wonder if the cases treated
are really schizophrenic at all” (p. 136). '
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When faced with evidence that many people once diagnosed as
“schizophrenic” have fully recovered, psychiatrists appear to have
developed a closed belief system when they declare that the diag-
nosis was wrong instead of questioning what they believe about

“schizophrenia” (Sarbin, 1990).

Why is psychiatry not able to understand the difference between
psychotic breakdowns and transformational breakthroughs?

. Some people not only fully recover from a “schizophrenic? episode
but the expefience has beneficial effects, leading to favorable
changes in personality and improvements in psychologxcal
strengths (Arieti, 1979; Bernheim & Lewine, 1979; E: Bleuler, 1950;
Cancro, 1974; French & Kasonin, 1941; Jung, 1961; Rubins, 1969;
Silverman, 1970; Sullivan, 1962; Warner, 1985).

¢ Elements of transcendent experiences and the highest states of con-
sciousness are typically confused with symptoms of “schizophrenia”
by psychiatrists (Fischer, 1971; Huxley, 1972; Maslow, 1971; Prince
& Savage, 1966; Siebert, 1986, 1993, 1996; Wapnick, 1969).

Why do research reports about. schzzophrenza refer to all patlents
as having the same unztary zllness? Why doés psychzatry s lack
of critical thinking and sczentzﬁc inaccuracy go unchallenged 2

The Diagnostic and Statzstzcal Manual of Mental Disorders
(fourth edition) (American Psych1atr1c Assoclatlon, 1994) states
that “no single symptom is pathognomic of schizophrenia” (p 274).
There is no simple, objective, diagnostic criterion for schizophre-
nia—no defining symptom, no psychologlcal test result, 1o, brain
image, no blood test. All basic psychJatncreferences starting with
Emil-Kraeplin (1902), say that the symptems.of: “schizophrenia”
vary widely between people and within individuals, and-thatthe

“schizophrenias” (pluraly are best understood as a heterogeneous-'
group of conditions (Andreasen, 1985; E. Bleuler, 1950 Kraeplm
1902; O'Donnell & Grace, 1998).

Desplte what the basic referenices say, however, a.ll pubhshed
- schizophrenia studies refer to-subjécts as being: sch1zophremc
(singular). The authors of research ieports ‘about’ sch1zophrema
'speak as though all the subjects in their research had identical
symptomatology.
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Why do editors and publishers of psychiatric publications toler-
ate this glaring lack of critical thinking and scientificinaccuracy in
schizophrenia researchers? Dothey even notice? '

Is the erroneous belief that “schizophrenia” is a brain disease
with no known cure a symptom of a profession that feels
helpless and hopeless? ' '

E. Fuller Torrey (1983) and the National Alliance for the Men-
tally Ill have unequivocably stated for manyyearsthat schizophre-
nia is;a brain disease without a cure (Johnson, 1989). Many psy-
chiatrists who specialize in schizophrenia have themselves so
convinced that it is an incurable brain disease (Andreasen, 1995,

11997; Torrey, 1988, 1995; Weikert & Weinberger, 1998; Zigun &
Weinberger, 1992) that they make discouraging statements to
their “patients.” Gotkin and Gotkin (1992) report that as Janet
Gotkin was being discharged from a psychiatric hospital, a staff
nurse said to her, _

Of course you feel good now, but there’s one thing you must remem-
ber. Wherever you go, whatever you do, however you feel, you will .
always have to take care. You will never be like the rest.of us, you
will always be schizophrenic. (p. 380) oL '

Mich_aél ‘Allen (1999) says,

After 5 years of therapy and Thorazine, I knew the psychiatric com--
munity was not healing me. If I would have stayed in my doctors’
“care, I'd still be in the mental health-§ystem surviving day to day
.only with the.aid of “chemical straight-jackets” -(psychotropics). 1
“had the courage, the strength and the wisdom -to know when -and
how to go offthe Thorazine. WhenI told the psychiatrist I was offthe
medicine, he told me that there was a 90% chance.that I would end -
up.in the hospital again. So I told him that meant there was a 10% .
~ chancethatl wouldn’t, He disagreed and said not exactly. I've be€n
. out of the community mental health systém and off medications for 7 '
years now. ] am so happy I had the strength and confidence to:stop
taking the Thorazine the psychiatrist demanded that I could never
stop taking. (pp. 1-2) : o

Are schizophrenia psychiatrists projecting feelings of helpléss-
ness and hopelessness onto their patients? To what extent do their
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gloomy prognosis and subsequent actions turn this pessimistic
prediction into a self-fulfilling prophecy?

What cognitive processes had mental health professionals calling
their patients “schizophrenics” for sa many decades?

Sarbin and Mancuso (1980) argue that the perception that
someone is “a schizophrenic” is more of a moral verdict than a
medicali.diagnosis: 'What are the cognitive processes' that have
influenced ‘mental-health professionals-to -engage in diagnostic
labeling that is prejudicial and lacking in objectivity (Goffman,
1961; Menninger, 1970; Scheff, 1975; Szasz, 1961; 1976)? Why has
using a pejorative noun (Menninger,-1970) in'referring to patients
as “schizophrenics” been sucha wid‘espread practice in psychiatry?

x
b3

Why does the psychzatnc proféssion react so defenswely to
feedback that it makes mistakes and could beé i nore eﬁectwe?

Mentally healthy people and competent professionals in' most
fields Welcome constructive criticism and feedback:abouthow they
could be more effective; The psychJa‘tnc ‘profession ig'not a good
role model, however, for its patlents (T ; 1997b) For example
Rosenhan (1973) published a study in Science, reporting that when
he sent pseudopatients to psychiatric facilities, all except one ‘were
diagnosed as schlzophremc on admis&ion, and all Weéiré Said o be

“in remission” when discharged. After the study was published,
every letter to the edltor fro & psy. '_§'t condethned &nd
attacked the study as mvahd awed, and without merit..No psy-
chiatrist wrote a letter saying, “Thank youfor bringing this matter
to our attention;-we need to reexamme our practlces "

CONCLUSICN

Something is senously wrong with the way th 'ps&rclna itpro-
fession thinks ahd acts toward pecple per
phremc " After a century of research, psychlatnsts who specialize
in, schlzophrema admit they still do not know what it is, what
causes it, or how to cure it Even .. Y_ad‘fmts
that “it is likely that the twentieth centurypsychlatrlsts asagroup
have done more harm than good to schizophrenics” (p. 157).
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Despite all this, psychiatrists remain adamant in their insistence
that even though “schizophrenia” is an incurable “disease,” it must
be “treated.” o

" Questions raised in this article indicate that the psychiatric pro-
fession lacks insight. into its own behavior, invalidates construc-
tive critiéism, avoids the kind of self-examination it urges on its
“patients,” shows little interest in breakthrough accounts of suc-
cosses ith so-calléd “schizophrenic” individuals, erroneously
lumps.allthe schizophrenias (plural) together in research projects,
dismisses evidence that contradicts its inaccurate beliefs, and-mis-
reptesenits what is known about “schizophrenia” to the public and
to patients. : -

Tn addition, the psychiatric profession sustains stigmatization
of people said to have “schizophrenia” (Menninger, 1970) by not
challenging, disclaiming, or censuring . practitioners who incor-
rectly describe ¢schizophrenia”-to the public as a chronic, dis-
abling, devastating mental illness (Lindenmeyer & Kay, 1992;
Maddox, 1988).

The questions raised herg are pot at odds with clinical evidence
that some people diagnosed as “schizophrenic” benefit. from medi-
cations; biefhospitalization, and therapeutic support.”That is not
the issue; noris this an “antipsychiatry” article. The point is sim-
plyto.assert that there will beno significant improvement in treat-

ment outcomes wi@h'“édlﬁzophiehié” until research explores the
cognitive processes, personality traits, and motives of “mental
health” professionals-who perceive “schizophrenia” in others and

insist on treating “sc_hizophrenia” as a brain disease.

NOTE

1. All patients’ names in this article are pseudonyms.
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