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and mind, and their disempowering e�e
t on the morale of 
lients and therapists alike.Meanwhile, there are sound, empathi
 psy
hotherapy prin
iples for helping 
lients insevere, a
ute distress. This arti
le presents the 
ase for therapists relying upon thesepsy
hotherapeuti
 interventions instead of drugs in dealing with emotional 
rises andemergen
ies.There are innumerable kinds of 
rises and emergen
ies that psy
hotherapists and 
ounselors dealwith in 
ommunity servi
e agen
ies and private pra
ti
es, in
luding threats of sui
ide and homi
ide,potentially violent behavior, trauma from rape or battery, newly dis
overed 
an
er or HIV, separationand divor
e, death of a loved one, sexual or physi
al abuse in a family, illness in a loved one,bankrupt
y, unemployment and homelessness.Sometimes these emergen
ies seem situationally determined by re
ent life events: a family withfew resour
es abruptly be
omes unemployed, loses its so
ial servi
e support, or be
omes homeless;a young man or woman is diagnosed with a fatal disease; a 
hroni
ally ill patient loses his or herinsuran
e 
overage; or a 
hild is killed in an a

ident. Sometimes the 
ause of the emotional 
risisseems more rooted in longstanding psy
hologi
al distress or interpersonal 
on
i
ts: a middle-agedwoman gradually lapses into depression and be
omes sui
idal, a young 
ollege student unexpe
tedlygoes on a rampage, a 
hild steals money for drugs and runs away from home.Within psy
hiatry, psy
hotherapeuti
ally oriented pra
titioners in
reasingly feel pressured to o�ermedi
ation. This pressure 
omes from biologi
ally oriented 
olleagues, from some patients, and frommanaged 
are providers. Psy
hologists, 
ounselors and other non-medi
al therapists are also feeling
oer
ed to adopt the medi
al model, espe
ially in dealing with 
rises or extremes of mis
ondu
t andemotional turmoil, The Ameri
an Psy
hiatri
 Asso
iation's (1994) Diagnosti
 and Statisti
al Manualof Mental Disorders has be
ome a signi�
ant part of 
ounseling and psy
hology s
hool 
urri
ula andprofessional 
erti�
ation examinations. Students are routinely taught that they should refer theirmore diÆ
ult 
lients or situations for psy
hiatri
 evaluation and possible medi
ation.The use of psy
hiatri
 diagnosis and medi
ation as a \last resort" too often goes unquestioned. Asan unintended result, the psy
hotherapist's self-
on�den
e in handling diÆ
ult situations and 
risesis bound to be undermined and to deteriorate. The 
are of 
lients also deteriorates when their optionsbe
ome limited to medi
ation (see below). The vitality of humanisti
 psy
hology is threatened bythese trends.Psy
hotherapy and to some extent humanisti
 psy
hology has sometimes de�ned itself as theprofession that deals with \normal" rather than \abnormal" psy
hologi
al 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 dysfun
tional behavior or 
hroni
 mental illness of 
lients and their families. (p. 7)This de�nition of 
ounseling (or humanisti
 psy
hotherapy) en
ourages a relian
e on psy
hiatri
interventions for more diÆ
ult 
lients and situations. It also in
reasingly fails to des
ribe the a
tuala
tivities of non-medi
al therapists who, as Nugent himself a
knowledges, are frequently being 
alledupon to take more 
omprehensive roles in health maintenan
e organizations (HMOs), 
ommunityagen
ies, and other settings.Nor have humanisti
 psy
hologists histori
ally limited themselves to \normal" 
lients. They haveapplied psy
hotherapy te
hniques to the paradigm of extreme mental disorder, patients labelleds
hizophreni
 (Stevens, 1967; Rogers, 1967 [18℄). This author's mental health 
areer began as a
ollege student volunteer 
ase aide using empathi
 psy
hotherapy te
hniques with profoundly im-paired inmates of a state mental hospital during the mid-1950's (Umbarger, Dalsimer, Morrison &2



Breggin, 1962 [24℄; also des
ribed in Breggin, 1991 [5℄). The volunteer program su

eeded in gettingthe majority of our patients dis
harged from the hospital.The distin
tion between normal and abnormal psy
hology may itself la
k validity. Szasz (1961[23℄) reasoned that all psy
hiatri
 diagnoses ultimately turn out to be \problems in living." That is,they are better understood from a humanisti
 psy
hology paradigm than a psy
hiatri
 or pathologi
almodel. Criti
ism of the medi
al model 
ontinues to this day (Breggin, 1997b [7℄; Mosher & Burti,1994 [16℄; Sanua, 1996 [21℄). Psy
hologists are being urged not to support or join the psy
hiatri
establishment in its relian
e on medi
ation (Sanua, 1995 [20℄).In an in-depth analysis of patients labelled s
hizophreni
 and their families, Laing (1967 [14℄) andLaing and Esterson (1970 [15℄) found that seemingly \
razy" responses instead re
e
t understand-able family 
ommuni
ations and pro
esses. They took so-
alled s
hizophrenia out of the world ofpathology and grounded it in the developmental history of the family. Psy
hoso
ial approa
hes topatients labeled s
hizophreni
 
ontinue to gain 
lini
al and empiri
al support (Breggin & Stern, 1996[9℄; Karon & VandenBos, 1981 [13℄; Mosher & Burti, 1994 [16℄). Psy
hotherapists should not 
on-sider their approa
hes to be less profound or eÆ
a
ious than medi
al interventions. The empathi
,humanisti
 psy
hology 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 resear
h eviden
e has kept piling up, and it points stronglyto the 
on
lusion that a high degree of empathy in a relationship is possibly the mostpotent fa
tor in bringing about 
hange and learning. And so I believe it is time for me toforget the 
ari
atures and misrepresentations of the past and take a fresh look at empathy.Noti
e that Rogers states that empathy may be \the most potent fa
tor in bringing about 
hangeand learning." Can we have two most potent methods, drugs on the one hand, and empathi
psy
hotherapy on the other? It is time for psy
hotherapists to 
onfront that question dire
tly.1.1 Reasons not to use medi
ations in emotional 
risesThere are many reasons not to turn to psy
hiatri
 medi
ations in diÆ
ult situations, emotional
rises, or emergen
ies. The following analysis of the limits and hazards of psy
hiatri
 medi
ation isdo
umented in detail elsewhere (Breggin 1991 [5℄, 1997a [6℄; Breggin & Breggin, 1994 [8℄).1.1.1 The disempowering impa
t of relian
e on medi
ationWhen we rely on medi
ations during diÆ
ult times we disempower the 
lient and the therapistalike by 
on�rming that te
hnologi
al interventions into the brain 
onstitute the �nal resort during
riti
al situations. Where we turn for our last therapeuti
 resort de�nes our underlying philosophyand psy
hology. If we rely on medi
ation in the toughest situations - when we feel stret
hed to thelimits of our abilities - we 
on�rm the medi
al model and te
hnologi
al interventions as the ultimate\power" in human healing. We 
ommuni
ate to our 
lients and to ourselves that human support andunderstanding and personal self-determination and empowerment is not enough.Even if medi
ation turns out not to work, the a
t of referring the 
lient for a drug evaluation
ommuni
ates to the 
lient, \You do not have the personal resour
es to handle this 
risis, andneither do I. In fa
t, 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 be
alled healing presen
e and healing aura (Breggin, 1997b [7℄), and to utilize other human resour
es inthe family or support network, then we have de�ned human relationship and human servi
es 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 medi
ationProfessionals sometimes �nd it very distressing that a psy
hiatrist like myself does not advo
atestarting the use of psy
hiatri
 drugs under any 
ir
umstan
es. (When individuals 
omes to me onmedi
ation, I will sometimes 
ontinue to pres
ribe for them if drug withdrawal proves too diÆ
ult ortoo hazardous, or if they don't wish to stop.) Often I will be questioned intensively by professionalswho want to unearth one ex
eption, one extreme 
ir
umstan
e, in whi
h I would start someone on apsy
hiatri
 drug. Why do many professionals seem disturbed about the idea of never starting a 
lienton drugs? Why is it so dis
on
erting to o�er psy
hotherapy without the alternative of drugs? Theanswer in part has to do with faith and 
on�den
e - or if la
k of faith and 
on�den
e - in ourselvesand in human resour
es. If there are no ex
eptions that justify the use of drugs, then we have nothingto rely on ex
ept ourselves - our own personal resour
es - in
luding our 
apa
ity, in 
ollaborationwith our 
lients, to bring other human resour
es to bear on the situation. The therapist's refusal tomake ex
eptions that allow for starting 
lients on drugs in e�e
t de
lares, \Human 
aring and humanservi
es 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 be
omes relian
e on a \higher power" than psy
hotherapy itself. Faith in this materialisti
,te
hnologi
al authority has grave limitations and impli
ations.If, by 
ontrast, we refuse to turn to medi
al interventions, we de�ne ourselves, and other humanbeings. as the ultimate resour
e, We 
ommuni
ate to the 
lient, \You and I together, with the help ofother people, and perhaps with relian
e on a genuine Higher Power, possess the ne
essary resour
esto solve or transform your 
risis for the better."1.1.3 The brain-disabling e�e
t of psy
hiatri
 drugsThere is another major reason not to turn to psy
hiatri
 drugs in emotional 
rises or emergen
ies:All psy
hiatri
 drugs exert their prin
iple or therapeuti
 impa
t by impairing the fun
tion of thebrain and mind. Conversely, none of these agents improve brain fun
tion.There are two basi
 e�e
ts produ
ed in the brain by toxi
 agents, in
luding psy
hoa
tive drugs:They 
an narrow the range of emotions, produ
ing varying degrees of sedation or emotional indi�er-en
e, or they 
an 
reate an arti�
ial sense of well-being or euphoria (Breggin, 1997a [6℄). If 
lini
allye�e
tive, they will also take the edge o� mental pro
esses in general, redu
ing to some degree intel-le
tual fun
tions su
h as abstra
t reasoning, judgment and insight. Individuals taking psy
hiatri
drugs, mu
h as persons intoxi
ated on al
ohol, are often rendered unable to a

urately judge thedrug e�e
ts or their overall mental 
ondition.Individuals frequently 
hoose to diminish their mental fun
tion in order to ease su�ering. They dothis with non-pres
ription agents su
h as al
ohol and marijuana or with illi
itly obtained sedativesor uppers. There is no doubt that these individuals, like many people who re
eived psy
hiatri
drugs, feel grateful for a respite from painful emotions. But should psy
hotherapists support thesemethods? Is it 
onsistent with the empathi
, humanisti
 or existential prin
iples of therapy topromote mind-dulling or arti�
ially stimulating agents?During 
rises individuals need their full mental fun
tion in order to transform these emergen
iesinto opportunities for growth. They need unimpaired mental fa
ulties and a full range of emotions.A therapist should wel
ome a 
lient's painful feelings as signs of life and as signals pointing to thesour
e of the problem. When a 
lient does wel
ome 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 biologi
al mythsThere is yet another reason not to turn to drugs at a 
riti
al time in a person' s life. The use ofpsy
hiatri
 diagnoses and drugs gives the false impression that emotional 
rises are 
aused by geneti
or bio
hemi
al fa
tors that are amenable to pharma
ologi
al interventions into the brain. There isno eviden
e that any emotional 
rises routinely treated by professionals are 
aused by geneti
 orbiologi
al defe
ts. Even the 
lassi
 psy
hiatri
 diagnoses, su
h as s
hizophrenia and bipolar disorder,have never been proven to be geneti
 or biologi
al in origin (Breggin, 1991 [5℄).There are many mutually 
ontradi
tory spe
ulations about physi
al 
auses for psy
hologi
al suf-fering and none of them are supported by a 
onvin
ing body of eviden
e. In regard to the a
ute oremergen
y situations treated by psy
hotherapists, the geneti
 and biologi
al spe
ulations are evenmore 
imsy.Even if some emotional 
rises are in part 
aused by a defe
t in the brain, all 
urrently availablepsy
hiatri
 drugs further impair brain fun
tion. None of them improve brain fun
tion or 
orre
t aspe
i�
 bio
hemi
al imbalan
e and psy
hiatri
 disorder (Breggin, 1991 [5℄, 1994 [8℄, 1997a [6℄). Noneof them 
an do anything to ameliorate the e�e
ts of a presumed abnormal geneti
 endowment.Finally, it is worth noting that the eÆ
a
y of pharma
ologi
al interventions has been vastly exag-gerated by the psy
hiatri
 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 eÆ
a
y of psy
hotherapeuti
 interven-tions, even for severely disturbed persons, has been more do
umented than is generally appre
iated(Antonu

io, Ward & Teaman, 1989 [2℄; Be
k, 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 & Ci

hetti, 1992 [25℄).In regard to emergen
ies or 
rises, there is even less eviden
e for the usefulness of psy
hiatri
medi
ations. The eÆ
a
y of psy
hiatri
 drugs in this regard seems limited to the 
apa
ity of neu-rolepti
s to physi
ally subdue or pharma
ologi
ally straitja
ket extremely ex
ited (mani
) inmatesin 
on�nement. The testing proto
ols used for the approval of psy
hiatri
 drugs by the Food andDrug Administration (FDA) usually eliminate any 
lini
al subje
ts who are in an emergen
y state(Breggin, 1997a [6℄; Breggin & Breggin, 1994). The FDA has never approved a drug spe
i�
ally forthe prevention or 
ontrol of sui
ide or violen
e. There is no signi�
ant body of resear
h demonstrat-ing that any psy
hiatri
 medi
ation 
an redu
e the sui
ide rate or prevent violen
e. Instead, there issubstantial eviden
e that many 
lasses of psy
hiatri
 drugs - in
luding neurolepti
s or antipsy
hoti
s,antidepressants, and minor tranquilizers - 
an 
ause or exa
erbate depression, agitation, sui
ide, andviolen
e (Breggin, 1997a [6℄; Breggin & Breggin, 1994 [8℄). Overall, there's no 
ompelling eviden
efor the eÆ
a
y of psy
hiatri
 medi
ations in emotional 
rises, let alone in situational emergen
ies
reated by real-life stressors, su
h as divor
e, bereavement, lifethreatening illness, or loss of a job.1.2 An empathi
 psy
hotherapy approa
h 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 in
apable ofgetting adequate support from anyone else. Empathi
 psy
hotherapy aims at over
oming the 
lient'ssense of helplessness and alienation. This se
tion draws on the prin
iples of empathi
 psy
hotherapydes
ribed in The Heart of Being Helpful (Breggin, 1997b [7℄).Whether or not help is a
tually available, the individual who experien
es an emotional 
risis has5



usually lost faith in his or her 
apa
ity to bene�t from it. On
e 
on�den
e is restored, \solutions"or improved approa
hes 
an almost always be found.Emotional 
rises o�er potential for es
alating growth as the individual learns to handle the worstimaginable stresses. As 
on�den
e is regained, 
rises 
an be transformed into periods of ex
eptionalgrowth. The individual learns that even his or her worst fears 
an be handled, over
ome, and turnedinto opportunities.1.2.1 Fo
us �rst on the person, not the 
risisEvery human being wants to be re
ognized as an individual with unique attributes and spe
ial value.This, of 
ourse, is an axiom of psy
hotherapy, but it's easily forgotten when a 
lient presents for helpamid great fear, turmoil and hopelessness. When 
lients arrive in 
risis, don't fo
us on the details oftheir \emergen
y" ahead of o�ering a warm greeting and wel
ome. Don't put \�xing them" aheadof appre
iating them as human beings.If you as a 
ounselor or therapist 
an feel and demonstrate that you're happy that your distressed
lient is alive, that you're glad to make his or her a
quaintan
e, and eager to learn more about theperson and then the problem - you may �nd that the a
ute emergen
y begins to abate before youreyes. If your 
lient does not immediately feel more se
ure 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 resurgen
e 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 dis
uss 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 
apa
ities of otherhuman beings or in his or her own ability to 
onne
t to other people. The psy
hotherapist's task isto be
ome a person with whom the 
lient 
an relate with a feeling of safety, 
on�den
e, and human
aring.If the psy
hotherapist 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, en
ouragement 
ompanionship,good ideas, or dire
t 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 resour
e.1.2.4 An empathi
 relationship in itself 
all often qui
kly 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 resour
es 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 tou
h during severelystressful situations, we 
ommuni
ate 
on�den
e, safety, and hope to the 
lient.6



The psy
hotherapist should fo
us on a rational, loving, and 
on�dent (but realisti
) 
enter inhimself or herself that does not get 
aught up in the \emergen
y." This requires working on one'ssense of healing presen
e (Breggin, 1997b [7℄) - the 
apa
ity to �nd an empathi
 attitude withinoneself regardless of the fear and helplessness, anguish and alienation, generated in oneself duringthe apparent emergen
y.1.2.5 Beware de�ning emotional 
rises as emergen
ies requiring desperate interven-tionsWhen fa
ed with a 
lient who feels hopeless and doomed with nowhere to turn, it is temptingfor the therapist to gear up for emergen
y mode. This only 
on�rms the 
lient's worst fears. Apsy
hotherapist should avoid joining the 
lient in feeling desperate.It 
an be easy for a therapist to lose perspe
tive and to identify with the 
lient in a way thatpromotes the 
lient's feelings of fear and helplessness. The antidote for ourselves as psy
hotherapistsis to understand our own vulnerabilities so that we do not overrea
t. If we are terri�ed of 
an
er orAIDS, then we must remain espe
ially alert not to en
ourage our 
lients' terror in the fa
e of thesehealth 
rises. Similarly, if we are un
omfortable with our own sui
idal 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 healingpresen
eThe therapist should put more emphasis on his or her own feelings of 
omfort rather than power orpoten
e. Some emergen
ies may 
all for qui
k a
tion, but this is relatively rare. Almost always, if we
an maintain our sense of 
alm and 
onne
tedness, the 
lient will begin to feel more safe and se
ure,more rational, and more able to �nd positive new approa
hes.1.2.7 Over
omemie's own judgmental allitudes by �nding a personal experien
e thatresonates with what the 
lient is undergoingCondu
ting psy
hotherapy 
an test our 
apa
ity to feel sympathy and 
aring for the 
lient. We
an be
ome unsympatheti
 toward their fear and helplessness, intolerant toward their negative ordestru
tive behavior, impatient with their failure to take more responsibility for themselves. In theseinstan
es, it 
an be helpful to �nd within ourselves our own experien
e of emotional distress thatmost 
losely resonates with our 
lient's. Very probably our judgmental attitude toward the 
lientre
e
ts an intoleran
e toward our own similar vulnerabilities. We need to re
ognize and then towel
ome this aspe
t of ourselves and our 
lient.1.2.8 Most emotional 
rises build on a 
hain of earlier events, often rea
hing ba
k to
hildhood 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 ba
k. If possible, help the 
lient understand this
hain of prior events in order to provide more perspe
tive on the present 
risis.People vary enormously 
on
erning their responses to even the most devastating threats and losses.Even when there are very real obje
tive threats, the individual's subje
tive response to it remains thekey to healing. One person may be demoralized by learning they have 
an
er; 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 thefa
e of seemingly overwhelming threats.1.2.9 Advi
e and dire
tion may be useful, but too often they disempower the individualIt is tempting to 
ome up with advi
e, dire
tions, plans or strategies in handling an emergen
y.Too often this involves turning to experts, in the extreme, a psy
hiatrist for possible medi
ation.Sometimes people do need guidan
e, but it will fall on deaf ears as long as the 
lient feels terrorizedby his or her situation or emotional 
ondition. The 
risis as su
h is likely to abate when a safe,
aring relationship is established. Only then is advi
e likely to be useful and then it may no longerbe ne
essary to the 
lient who has be
ome empowered to think for himself or herself. Instead ofyour own power and authority, enhan
e your 
lient's sense of self-determination by providing moralen
ourage and human 
onne
tion.1.2.10 Avoid all forms of 
oer
ionIt 
an be tempting to use emotional threats or even dire
t for
e su
h as 
ommitment to a mentalhospital, in order to handle a 
risis. These interventions may stave o� an immediate sui
ide, forexample, but in the long run, by disempowering and humiliating the individual, they 
an do moreharm than good. It may be ne
essary to point out to a 
lient that there are alternatives, su
h as
risis 
enters and psy
hiatri
 hospitals, but bringing up these alternatives 
an indi
ate to the 
lientthat the psy
hotherapist is afraid the situation 
annot be handled through their mutual personalresour
es.There are no studies that 
on�rm the usefulness of emotional bullying or more formal measuressu
h as involuntary psy
hiatri
 treatment. Intuition and empathi
 self-insight are likely to 
onvin
eus that people don't bene�t from being for
ed into 
onformity with the therapist's expe
tations. Thedevelopment of an empathi
 relationship requires mutual respe
t rather than 
oer
ion.1.2.11 Emotional 
rises are opportunities for a

elerated 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 introdu
es the person to raw material of human existen
e. The self-understandinggained from this 
an be applied throughout life, enabling an individual to have a deeper psy
hologi
alawareness of self and others. They not only gain a new understanding of themselves, they gain newinsights into the human 
ondition itself.When individuals fa
e and understand their own worst fears, and then over
ome them, they feelgreatly empowered. Having fa
ed and over
ome their most self-defeating emotional rea
tions, they
an gain in 
on�den
e and faith in themselves. They learn that they 
an triumph over seemingly im-possible threats to rea
h new heights of psy
hologi
al or spiritual transformation. This also in
reasestheir 
on�den
e in everyday living.Hanna, Giordano, Dupuy, and Puhakka (1995 [12℄) re
ently studied \Agen
y and trans
enden
e:The experien
e of therapeuti
 
hange." They des
ribe \major 
hange moments" involving \distin
tpsy
hologi
al or meta
ognitive a
ts su
h as intending, de
iding, willing, deta
hing, and 
onfronting,as well dire
ting awareness, thought and a�e
t." They go on to point out, \Many of these 
hangesalso had to do with su
h a
ts as deliberately tolerating anxiety or ambiguity and re
ognizing the limitsof one's own de
isional and thinking abilities" (p. 150). These 
riti
al moments often o

ur duringemotional 
rises in whi
h the modern therapist will be tempted to refer the 
lient for medi
ation.8



It is important to keep in mind the power of \deliberately tolerating anxiety or ambiguity" in thepro
ess of taking 
harge of one's life in new and 
reative ways.1.3 Con
lusionIn one of his later publi
ations, 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 lo
ate the powerin the person, not the expert." Medi
ation and the medi
al model pla
e power in the do
tor. ForRogers, the time was ripe for another alternative that would truly empower the 
lient-empathy asthe 
enter of the healing pro
ess.Nowadays, if the emotional 
risis or emergen
y is severe enough, the non-medi
al therapist islikely to feel 
ompelled to refer the 
lient to a psy
hiatrist for medi
ation. The myth of medi
ationeÆ
a
y grips the mental health profession and undermines the human servi
e interventions that arefar more likely to handle the emergen
y to the ultimate empowerment of the 
lient. It is time for thepsy
hotherapy profession to return to its basi
 roots in empathi
 human servi
es. Human beings,not medi
ations, must remain our ultimate resort. Psy
hotherapists should not shrink from thistruth. The well-being of our patients and 
lients, and the vitality of psy
hotherapy and humanisti
psy
hology, depend upon taking a prin
ipled stand on these issues.1.4 Referen
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