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and mind, and their disempowering e�et on the morale of lients and therapists alike.Meanwhile, there are sound, empathi psyhotherapy priniples for helping lients insevere, aute distress. This artile presents the ase for therapists relying upon thesepsyhotherapeuti interventions instead of drugs in dealing with emotional rises andemergenies.There are innumerable kinds of rises and emergenies that psyhotherapists and ounselors dealwith in ommunity servie agenies and private praties, inluding threats of suiide and homiide,potentially violent behavior, trauma from rape or battery, newly disovered aner or HIV, separationand divore, death of a loved one, sexual or physial abuse in a family, illness in a loved one,bankrupty, unemployment and homelessness.Sometimes these emergenies seem situationally determined by reent life events: a family withfew resoures abruptly beomes unemployed, loses its soial servie support, or beomes homeless;a young man or woman is diagnosed with a fatal disease; a hronially ill patient loses his or herinsurane overage; or a hild is killed in an aident. Sometimes the ause of the emotional risisseems more rooted in longstanding psyhologial distress or interpersonal onits: a middle-agedwoman gradually lapses into depression and beomes suiidal, a young ollege student unexpetedlygoes on a rampage, a hild steals money for drugs and runs away from home.Within psyhiatry, psyhotherapeutially oriented pratitioners inreasingly feel pressured to o�ermediation. This pressure omes from biologially oriented olleagues, from some patients, and frommanaged are providers. Psyhologists, ounselors and other non-medial therapists are also feelingoered to adopt the medial model, espeially in dealing with rises or extremes of misondut andemotional turmoil, The Amerian Psyhiatri Assoiation's (1994) Diagnosti and Statistial Manualof Mental Disorders has beome a signi�ant part of ounseling and psyhology shool urriula andprofessional erti�ation examinations. Students are routinely taught that they should refer theirmore diÆult lients or situations for psyhiatri evaluation and possible mediation.The use of psyhiatri diagnosis and mediation as a \last resort" too often goes unquestioned. Asan unintended result, the psyhotherapist's self-on�dene in handling diÆult situations and risesis bound to be undermined and to deteriorate. The are of lients also deteriorates when their optionsbeome limited to mediation (see below). The vitality of humanisti psyhology is threatened bythese trends.Psyhotherapy and to some extent humanisti psyhology has sometimes de�ned itself as theprofession that deals with \normal" rather than \abnormal" psyhologial development. Thus Nugent(1994 [17℄) observed:Counselors are trained to work with a person's normal developmental on�ts, while othermental-health workers generally are trained to diagnose and treat pathology and workwith dysfuntional behavior or hroni mental illness of lients and their families. (p. 7)This de�nition of ounseling (or humanisti psyhotherapy) enourages a reliane on psyhiatriinterventions for more diÆult lients and situations. It also inreasingly fails to desribe the atualativities of non-medial therapists who, as Nugent himself aknowledges, are frequently being alledupon to take more omprehensive roles in health maintenane organizations (HMOs), ommunityagenies, and other settings.Nor have humanisti psyhologists historially limited themselves to \normal" lients. They haveapplied psyhotherapy tehniques to the paradigm of extreme mental disorder, patients labelledshizophreni (Stevens, 1967; Rogers, 1967 [18℄). This author's mental health areer began as aollege student volunteer ase aide using empathi psyhotherapy tehniques with profoundly im-paired inmates of a state mental hospital during the mid-1950's (Umbarger, Dalsimer, Morrison &2



Breggin, 1962 [24℄; also desribed in Breggin, 1991 [5℄). The volunteer program sueeded in gettingthe majority of our patients disharged from the hospital.The distintion between normal and abnormal psyhology may itself lak validity. Szasz (1961[23℄) reasoned that all psyhiatri diagnoses ultimately turn out to be \problems in living." That is,they are better understood from a humanisti psyhology paradigm than a psyhiatri or pathologialmodel. Critiism of the medial model ontinues to this day (Breggin, 1997b [7℄; Mosher & Burti,1994 [16℄; Sanua, 1996 [21℄). Psyhologists are being urged not to support or join the psyhiatriestablishment in its reliane on mediation (Sanua, 1995 [20℄).In an in-depth analysis of patients labelled shizophreni and their families, Laing (1967 [14℄) andLaing and Esterson (1970 [15℄) found that seemingly \razy" responses instead reet understand-able family ommuniations and proesses. They took so-alled shizophrenia out of the world ofpathology and grounded it in the developmental history of the family. Psyhosoial approahes topatients labeled shizophreni ontinue to gain linial and empirial support (Breggin & Stern, 1996[9℄; Karon & VandenBos, 1981 [13℄; Mosher & Burti, 1994 [16℄). Psyhotherapists should not on-sider their approahes to be less profound or eÆaious than medial interventions. The empathi,humanisti psyhology model may be the most powerful one of all for healing human distress. Laterin his life, Rogers (1995 [19℄) wrote:Over the years, however, the researh evidene has kept piling up, and it points stronglyto the onlusion that a high degree of empathy in a relationship is possibly the mostpotent fator in bringing about hange and learning. And so I believe it is time for me toforget the ariatures and misrepresentations of the past and take a fresh look at empathy.Notie that Rogers states that empathy may be \the most potent fator in bringing about hangeand learning." Can we have two most potent methods, drugs on the one hand, and empathipsyhotherapy on the other? It is time for psyhotherapists to onfront that question diretly.1.1 Reasons not to use mediations in emotional risesThere are many reasons not to turn to psyhiatri mediations in diÆult situations, emotionalrises, or emergenies. The following analysis of the limits and hazards of psyhiatri mediation isdoumented in detail elsewhere (Breggin 1991 [5℄, 1997a [6℄; Breggin & Breggin, 1994 [8℄).1.1.1 The disempowering impat of reliane on mediationWhen we rely on mediations during diÆult times we disempower the lient and the therapistalike by on�rming that tehnologial interventions into the brain onstitute the �nal resort duringritial situations. Where we turn for our last therapeuti resort de�nes our underlying philosophyand psyhology. If we rely on mediation in the toughest situations - when we feel strethed to thelimits of our abilities - we on�rm the medial model and tehnologial interventions as the ultimate\power" in human healing. We ommuniate to our lients and to ourselves that human support andunderstanding and personal self-determination and empowerment is not enough.Even if mediation turns out not to work, the at of referring the lient for a drug evaluationommuniates to the lient, \You do not have the personal resoures to handle this risis, andneither do I. In fat, neither does anyone else, so let's hope that drugs an help."If, instead, we try harder to build rapport and trust, to reate empathy, to develop what an bealled healing presene and healing aura (Breggin, 1997b [7℄), and to utilize other human resoures inthe family or support network, then we have de�ned human relationship and human servies as our3



ultimate resort. We have on�rmed that human distress an best be handled by empathi humaninterventions. This is not merely a lesson for the moment but for the lifetime of the lient.1.1.2 Faith in ourselves versus faith in mediationProfessionals sometimes �nd it very distressing that a psyhiatrist like myself does not advoatestarting the use of psyhiatri drugs under any irumstanes. (When individuals omes to me onmediation, I will sometimes ontinue to presribe for them if drug withdrawal proves too diÆult ortoo hazardous, or if they don't wish to stop.) Often I will be questioned intensively by professionalswho want to unearth one exeption, one extreme irumstane, in whih I would start someone on apsyhiatri drug. Why do many professionals seem disturbed about the idea of never starting a lienton drugs? Why is it so disonerting to o�er psyhotherapy without the alternative of drugs? Theanswer in part has to do with faith and on�dene - or if lak of faith and on�dene - in ourselvesand in human resoures. If there are no exeptions that justify the use of drugs, then we have nothingto rely on exept ourselves - our own personal resoures - inluding our apaity, in ollaborationwith our lients, to bring other human resoures to bear on the situation. The therapist's refusal tomake exeptions that allow for starting lients on drugs in e�et delares, \Human aring and humanservies are the ultimate resort." This is frightening to many professionals who hope for a greaterpower to rely on beyond themselves, their lients, and other mere mortals. The resort to drugs inthis light beomes reliane on a \higher power" than psyhotherapy itself. Faith in this materialisti,tehnologial authority has grave limitations and impliations.If, by ontrast, we refuse to turn to medial interventions, we de�ne ourselves, and other humanbeings. as the ultimate resoure, We ommuniate to the lient, \You and I together, with the help ofother people, and perhaps with reliane on a genuine Higher Power, possess the neessary resouresto solve or transform your risis for the better."1.1.3 The brain-disabling e�et of psyhiatri drugsThere is another major reason not to turn to psyhiatri drugs in emotional rises or emergenies:All psyhiatri drugs exert their priniple or therapeuti impat by impairing the funtion of thebrain and mind. Conversely, none of these agents improve brain funtion.There are two basi e�ets produed in the brain by toxi agents, inluding psyhoative drugs:They an narrow the range of emotions, produing varying degrees of sedation or emotional indi�er-ene, or they an reate an arti�ial sense of well-being or euphoria (Breggin, 1997a [6℄). If liniallye�etive, they will also take the edge o� mental proesses in general, reduing to some degree intel-letual funtions suh as abstrat reasoning, judgment and insight. Individuals taking psyhiatridrugs, muh as persons intoxiated on alohol, are often rendered unable to aurately judge thedrug e�ets or their overall mental ondition.Individuals frequently hoose to diminish their mental funtion in order to ease su�ering. They dothis with non-presription agents suh as alohol and marijuana or with illiitly obtained sedativesor uppers. There is no doubt that these individuals, like many people who reeived psyhiatridrugs, feel grateful for a respite from painful emotions. But should psyhotherapists support thesemethods? Is it onsistent with the empathi, humanisti or existential priniples of therapy topromote mind-dulling or arti�ially stimulating agents?During rises individuals need their full mental funtion in order to transform these emergeniesinto opportunities for growth. They need unimpaired mental faulties and a full range of emotions.A therapist should welome a lient's painful feelings as signs of life and as signals pointing to thesoure of the problem. When a lient does welome a lient's most painful feelings, the lient islikely to view these emotions in a far more positive light, one that transforms helpless su�ering into4



a positive energy.1.1.4 Con�rming geneti and biologial mythsThere is yet another reason not to turn to drugs at a ritial time in a person' s life. The use ofpsyhiatri diagnoses and drugs gives the false impression that emotional rises are aused by genetior biohemial fators that are amenable to pharmaologial interventions into the brain. There isno evidene that any emotional rises routinely treated by professionals are aused by geneti orbiologial defets. Even the lassi psyhiatri diagnoses, suh as shizophrenia and bipolar disorder,have never been proven to be geneti or biologial in origin (Breggin, 1991 [5℄).There are many mutually ontraditory speulations about physial auses for psyhologial suf-fering and none of them are supported by a onvining body of evidene. In regard to the aute oremergeny situations treated by psyhotherapists, the geneti and biologial speulations are evenmore imsy.Even if some emotional rises are in part aused by a defet in the brain, all urrently availablepsyhiatri drugs further impair brain funtion. None of them improve brain funtion or orret aspei� biohemial imbalane and psyhiatri disorder (Breggin, 1991 [5℄, 1994 [8℄, 1997a [6℄). Noneof them an do anything to ameliorate the e�ets of a presumed abnormal geneti endowment.Finally, it is worth noting that the eÆay of pharmaologial interventions has been vastly exag-gerated by the psyhiatri establishment (see ritiques in Bleuler, 1978 [4℄; Breggin, 1991 [5℄, 1997a[6℄; Breggin & Breggin, 1994 [8℄; Fisher & Greenberg, 1989 [10℄; Greenberg, Bornstein, Greenberg &Fisher, 1992 [11℄; Mosher & Burti, 1994 [16℄). In ontrast, the eÆay of psyhotherapeuti interven-tions, even for severely disturbed persons, has been more doumented than is generally appreiated(Antonuio, Ward & Teaman, 1989 [2℄; Bek, Rush, Shaw & Emery, 1979 [3℄; Breggin, 1991 [5℄;Breggin & Stern, 1996 [9℄; Fisher & Greenberg, 1989 [10℄; Greenberg, Bornstein, Greenberg & Fisher,1992 [11℄; Karon & VandenBos, 1981 [13℄; Mosher & Burti, 1994 [16℄; Wexler & Cihetti, 1992 [25℄).In regard to emergenies or rises, there is even less evidene for the usefulness of psyhiatrimediations. The eÆay of psyhiatri drugs in this regard seems limited to the apaity of neu-roleptis to physially subdue or pharmaologially straitjaket extremely exited (mani) inmatesin on�nement. The testing protools used for the approval of psyhiatri drugs by the Food andDrug Administration (FDA) usually eliminate any linial subjets who are in an emergeny state(Breggin, 1997a [6℄; Breggin & Breggin, 1994). The FDA has never approved a drug spei�ally forthe prevention or ontrol of suiide or violene. There is no signi�ant body of researh demonstrat-ing that any psyhiatri mediation an redue the suiide rate or prevent violene. Instead, there issubstantial evidene that many lasses of psyhiatri drugs - inluding neuroleptis or antipsyhotis,antidepressants, and minor tranquilizers - an ause or exaerbate depression, agitation, suiide, andviolene (Breggin, 1997a [6℄; Breggin & Breggin, 1994 [8℄). Overall, there's no ompelling evidenefor the eÆay of psyhiatri mediations in emotional rises, let alone in situational emergeniesreated by real-life stressors, suh as divore, bereavement, lifethreatening illness, or loss of a job.1.2 An empathi psyhotherapy approah to emotional risesAt the root of almost every emotional risis lies a feeling of personal helplessness ombined withalienation from other people. The individual feels both personally overwhelmed and inapable ofgetting adequate support from anyone else. Empathi psyhotherapy aims at overoming the lient'ssense of helplessness and alienation. This setion draws on the priniples of empathi psyhotherapydesribed in The Heart of Being Helpful (Breggin, 1997b [7℄).Whether or not help is atually available, the individual who experienes an emotional risis has5



usually lost faith in his or her apaity to bene�t from it. One on�dene is restored, \solutions"or improved approahes an almost always be found.Emotional rises o�er potential for esalating growth as the individual learns to handle the worstimaginable stresses. As on�dene is regained, rises an be transformed into periods of exeptionalgrowth. The individual learns that even his or her worst fears an be handled, overome, and turnedinto opportunities.1.2.1 Fous �rst on the person, not the risisEvery human being wants to be reognized as an individual with unique attributes and speial value.This, of ourse, is an axiom of psyhotherapy, but it's easily forgotten when a lient presents for helpamid great fear, turmoil and hopelessness. When lients arrive in risis, don't fous on the details oftheir \emergeny" ahead of o�ering a warm greeting and welome. Don't put \�xing them" aheadof appreiating them as human beings.If you as a ounselor or therapist an feel and demonstrate that you're happy that your distressedlient is alive, that you're glad to make his or her aquaintane, and eager to learn more about theperson and then the problem - you may �nd that the aute emergeny begins to abate before youreyes. If your lient does not immediately feel more seure and on�dent, you have at the least laidthe initial groundwork for your work together in an empathi relationship.1.2.2 At the heart of every emotional risis an be found a resurgene of hild-likefeelings of fear and helplessnessFrom the start, the therapist must be areful not to get dragged emotionally into the lient's helplessand fearful state of mind. Instead, the therapist should address these feelings of helplessness andfear in himself or herself and in the lient. Often it is useful to openly disuss the underlying feelingsof helplessness and fear, and how they relate to our heritage as hildren.1.2.3 Most emotional rises involve a sense of alienation or abandonmentThe individual undergoing an emotional risis no longer has faith in the healing apaities of otherhuman beings or in his or her own ability to onnet to other people. The psyhotherapist's task isto beome a person with whom the lient an relate with a feeling of safety, on�dene, and humanaring.If the psyhotherapist feels the need to involve others, he or she an begin by asking the lient ifit would be useful to involve family and friends - even through a brief phone all. Involving extendedfamily and friends an be life-saving. They an provide support, enouragement ompanionship,good ideas, or diret help in the form of money or shelter. Also, the therapist's desire to help byinvolving other people sends a message of aring and on�rms that people are the ultimate resoure.1.2.4 An empathi relationship in itself all often quikly ease a lient's feelings of fearand helplessness, and alienationEmotional rises often require what an be alled empathi self-transformation (Breggin, 1997b [7℄)- �nding the resoures within ourselves to feel empathi with the other human being. As we learn to�nd the strength and understanding in ourselves to remain alm, aring, and in touh during severelystressful situations, we ommuniate on�dene, safety, and hope to the lient.6



The psyhotherapist should fous on a rational, loving, and on�dent (but realisti) enter inhimself or herself that does not get aught up in the \emergeny." This requires working on one'ssense of healing presene (Breggin, 1997b [7℄) - the apaity to �nd an empathi attitude withinoneself regardless of the fear and helplessness, anguish and alienation, generated in oneself duringthe apparent emergeny.1.2.5 Beware de�ning emotional rises as emergenies requiring desperate interven-tionsWhen faed with a lient who feels hopeless and doomed with nowhere to turn, it is temptingfor the therapist to gear up for emergeny mode. This only on�rms the lient's worst fears. Apsyhotherapist should avoid joining the lient in feeling desperate.It an be easy for a therapist to lose perspetive and to identify with the lient in a way thatpromotes the lient's feelings of fear and helplessness. The antidote for ourselves as psyhotherapistsis to understand our own vulnerabilities so that we do not overreat. If we are terri�ed of aner orAIDS, then we must remain espeially alert not to enourage our lients' terror in the fae of thesehealth rises. Similarly, if we are unomfortable with our own suiidal or violent impulses, we maypush our lient into greater fear of his or her own anger and aggression.1.2.6 Resist doing something to the lient; instead, alm yourself and �nd your healingpreseneThe therapist should put more emphasis on his or her own feelings of omfort rather than power orpotene. Some emergenies may all for quik ation, but this is relatively rare. Almost always, if wean maintain our sense of alm and onnetedness, the lient will begin to feel more safe and seure,more rational, and more able to �nd positive new approahes.1.2.7 Overomemie's own judgmental allitudes by �nding a personal experiene thatresonates with what the lient is undergoingConduting psyhotherapy an test our apaity to feel sympathy and aring for the lient. Wean beome unsympatheti toward their fear and helplessness, intolerant toward their negative ordestrutive behavior, impatient with their failure to take more responsibility for themselves. In theseinstanes, it an be helpful to �nd within ourselves our own experiene of emotional distress thatmost losely resonates with our lient's. Very probably our judgmental attitude toward the lientreets an intolerane toward our own similar vulnerabilities. We need to reognize and then towelome this aspet of ourselves and our lient.1.2.8 Most emotional rises build on a hain of earlier events, often reahing bak tohildhood stresses and traumaAlthough the urrent event seems like the sale or primary \ause" of the lient's distress, it's morelikely the proverbial straw that broke the amel's bak. If possible, help the lient understand thishain of prior events in order to provide more perspetive on the present risis.People vary enormously onerning their responses to even the most devastating threats and losses.Even when there are very real objetive threats, the individual's subjetive response to it remains thekey to healing. One person may be demoralized by learning they have aner; another may mobilizeto improve his or her life. One person is devastated by a separation while another feels liberated. It7



an help a lient to realize that human beings are apable of persevering and even growing in thefae of seemingly overwhelming threats.1.2.9 Advie and diretion may be useful, but too often they disempower the individualIt is tempting to ome up with advie, diretions, plans or strategies in handling an emergeny.Too often this involves turning to experts, in the extreme, a psyhiatrist for possible mediation.Sometimes people do need guidane, but it will fall on deaf ears as long as the lient feels terrorizedby his or her situation or emotional ondition. The risis as suh is likely to abate when a safe,aring relationship is established. Only then is advie likely to be useful and then it may no longerbe neessary to the lient who has beome empowered to think for himself or herself. Instead ofyour own power and authority, enhane your lient's sense of self-determination by providing moralenourage and human onnetion.1.2.10 Avoid all forms of oerionIt an be tempting to use emotional threats or even diret fore suh as ommitment to a mentalhospital, in order to handle a risis. These interventions may stave o� an immediate suiide, forexample, but in the long run, by disempowering and humiliating the individual, they an do moreharm than good. It may be neessary to point out to a lient that there are alternatives, suh asrisis enters and psyhiatri hospitals, but bringing up these alternatives an indiate to the lientthat the psyhotherapist is afraid the situation annot be handled through their mutual personalresoures.There are no studies that on�rm the usefulness of emotional bullying or more formal measuressuh as involuntary psyhiatri treatment. Intuition and empathi self-insight are likely to onvineus that people don't bene�t from being fored into onformity with the therapist's expetations. Thedevelopment of an empathi relationship requires mutual respet rather than oerion.1.2.11 Emotional rises are opportunities for aelerated personal growth for the lientand sometimes for the therapistCrises provide a window into an individual's greatest vulnerabilities. They allow the opportunity toexplore the lient's worst fears. They bring out into the open the individual's worst feelings of personalhelplessness. It introdues the person to raw material of human existene. The self-understandinggained from this an be applied throughout life, enabling an individual to have a deeper psyhologialawareness of self and others. They not only gain a new understanding of themselves, they gain newinsights into the human ondition itself.When individuals fae and understand their own worst fears, and then overome them, they feelgreatly empowered. Having faed and overome their most self-defeating emotional reations, theyan gain in on�dene and faith in themselves. They learn that they an triumph over seemingly im-possible threats to reah new heights of psyhologial or spiritual transformation. This also inreasestheir on�dene in everyday living.Hanna, Giordano, Dupuy, and Puhakka (1995 [12℄) reently studied \Ageny and transendene:The experiene of therapeuti hange." They desribe \major hange moments" involving \distintpsyhologial or metaognitive ats suh as intending, deiding, willing, detahing, and onfronting,as well direting awareness, thought and a�et." They go on to point out, \Many of these hangesalso had to do with suh ats as deliberately tolerating anxiety or ambiguity and reognizing the limitsof one's own deisional and thinking abilities" (p. 150). These ritial moments often our duringemotional rises in whih the modern therapist will be tempted to refer the lient for mediation.8



It is important to keep in mind the power of \deliberately tolerating anxiety or ambiguity" in theproess of taking harge of one's life in new and reative ways.1.3 ConlusionIn one of his later publiations, Rogers (1995 [19℄, p. 140) wrote of a growing \willingness on thepart of many [professionals℄ to take another look at ways of being with people that loate the powerin the person, not the expert." Mediation and the medial model plae power in the dotor. ForRogers, the time was ripe for another alternative that would truly empower the lient-empathy asthe enter of the healing proess.Nowadays, if the emotional risis or emergeny is severe enough, the non-medial therapist islikely to feel ompelled to refer the lient to a psyhiatrist for mediation. The myth of mediationeÆay grips the mental health profession and undermines the human servie interventions that arefar more likely to handle the emergeny to the ultimate empowerment of the lient. It is time for thepsyhotherapy profession to return to its basi roots in empathi human servies. Human beings,not mediations, must remain our ultimate resort. Psyhotherapists should not shrink from thistruth. The well-being of our patients and lients, and the vitality of psyhotherapy and humanistipsyhology, depend upon taking a prinipled stand on these issues.1.4 ReferenesReferenes[1℄ Amerian Psyhiatri Assoiation. (1994). Diagnosti and statistial manual of mental disorders,4th edition. Washington, DC: Author.[2℄ Antonuio, D., Ward, C. & Teaman, B. (1989). The behavioral treatment of unipolar depressionin adult outpatients. In Hersen, M., Eisler, R.M., & Miller, P.M. (Eds.). Progress in behaviormodi�ation. Orlando, FL: Aademi Press.[3℄ Bek, A.T., Rush, A.J., Shaw, B.F. & Emery, G. (1979). Cognitive therapy of depression. NewYork: Guilford Press.[4℄ Bleuler, M. (1978). The shizophreni disorders. New Haven: Yale University.[5℄ Breggin, P. (1991). Toxi psyhiatry: How therapy, empathy and love must replae the drugs,eletroshok, and biohemial theories of the `new psyhiatry'. New York: St. Martin's.[6℄ Breggin, P. (1997a). Brain-disabling treatments in psyhiatry2: Drugs, eletroshok and the roleof the FDA. New York: Springer.[7℄ Breggin, P. (1997b). The heart of being helpful: Empathy and the reation of a healing presene.New York: Springer.[8℄ Breggin, P. & Breggin, G. (1994). Talking bak to Proza: What dotors aren't telling youabout today's most ontroversial drug. New York: St. Martin's.[9℄ Breggin. P. & Stern, E.M. (eds.) (1996). Psyhosoial approahes to deeply disturbed patients.New York: Haworth Press.2Livro: \Brain-Disabling Treatments in Psyhiatry". 9
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