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Chapter 0Preliminary
0.1 Front Page\Your Drug May Be Your Problem"How and Why to StopTaking Psyhiatri Mediations

Peter R. Breggin, M.D. andDavid Cohen, Ph.D.0.1.1 Bak Page\In non-tehnial, easy-to-understand language, [the authors℄ bring an inredibly important andhardly ever reognized message to people who need to understand the dark side of psyhiatri drugsand how to stop taking them. I heartily reommend [this book℄." - Candae Pert, Ph.D., author ofMoleules of the Mind\This is a ourageous, ompassionate book, and a muh-needed antidote to the pro-drug bias ofmodern psyhiatry and psyhology." - John Horgan, author of The Undisovered Mind\I wish I'd had this book when I was trying to ome o� psyhiatri drugs." - Kate Millett, authorof The Loony Bin Trip\This book is long overdue. Drs. Breggin and Cohen make possible the pratie of psyhiatrywith a onsiene." - Bertram P. Karon, Ph.D., Professor of Clinial Psyhology, Mihigan StateUniversity COVERS ALL PSYCHIATRIC DRUGS, INCLUDING:Celexa � Lexapro � Proza � Paxil � Zoloft � CymbaltaE�exor � Remeron � Wellbutrin � Adderall � DexedrineFoalin � Ritalin � Conerta � Strattera � Ativan � KlonopinXanax � Valium � Dalmane � Halion � Restoril1



Ambien � Lunesta � Abilify � Geodon � Invega � RisperdalSeroquel � Clozaril � Haldol � Prolixin � ThorazineTrilafon � Compazine � Reglan � Depakote � EquetroLamital � lithium � Catapres � NeurontinTegretol � Tenex � Topamax � TrileptalISBN-10: 0-7382-1098-6ISBN-13: 978-0-7382-1098-80.2 Advane Praise for \Your Drug May Be Your Problem"0.2.1 Candae Pert, Ph.D.Researh Professor of Physiology and BiophysisGeorgetown University Medial CenterAuthor of Moleules of the MindWashington, D.C.\In non-tehnial, easy to understand language, Peter Breggin and David Cohen bring an inred-ibly important and hardly ever reognized message to people who need to understand the dark sideof psyhiatri drugs and how to stop taking them. I heartily reommend it."0.2.2 Loren Mosher, M.D.Soteria Assoiates, Former Chief of the Center forStudies of Shizophrenia, National Institute of Mental HealthSan Diego, California\Confronting urrent psyhiatri drug presribing pratie head-on is a daunting task - we oweBreggin and Cohen a vote of thanks for openly speaking the truth. Despite what the pharmaeutialompanies would have us believe, we don't need `a better life through hemistry?' This book willhelp debunk this myth and provide pratial advie on how to avoid psyhiatri drugs and get o�them."0.2.3 Bertram P. Karon, Ph.D.Professor of Clinial PsyhologyMihigan State UniversityEast Lansing, Mihigan\This book is long overdue. Drs. Breggin and Cohen make possible the pratie of psyhiatrywith a onsiene." 2



0.2.4 Steven Rose, Ph.D.Professor of Biology and Diretor, Brain andBehavior Researh Group, Open UniversityMilton Keynes, England\The modern medial approah to almost any human problem is to �nd a drug - a sort of magibullet - to �x it. But many drugs do more harm than good, and some even ause the problemsthey are supposed to �x. And one on a drug, oming o� may also be dangerous. In this lear andimportant book, Peter Breggin and David Cohen outline the problems and provide a step-by-stepaount of how to ome o� the drug whih may be harming you."0.2.5 John Horgan Author of The Undisovered MindGarrison, New York\This is a ourageous, ompassionate book, and a muh needed antidote to the pro-drug bias ofmodern psyhiatry and psyhology"0.2.6 Thomas J. MooreAuthor of Presription for Disaster:The Hidden Dangers in Your Mediine CabinetWashington, D.C.\`Your Drug May Be Your Problem' is a lear, aurate, and thorough look at the dangers ofpsyhiatri drugs, and a prudent outline of what steps to take for those who want to stop takingthem."0.2.7 Kate MillettAuthor of \Sexual Politis" and \The Loony Bin Trip"New York, New York\I wish I had this book when I was trying to ome o� psyhiatri drugs. How wonderful that youhave provided this guide."0.2.8 Tony Stanton, M.D. Psyhiatri ConsultantBremerton, Washington\Working as a onsultant, I am onstantly looking for ways to help lients ahieve a more ed-uated view regarding psyhotropi mediation. Breggin and Cohen have assembled a gold mine3



of information to assist in this proess. I an think of no other book that has done suh a superbjob of making suh information aessible at any point of deision regarding taking or disontinuingpsyhotropi mediation."0.2.9 Alberto Fergusson, M.D.Psyhiatrist, Psyhoanalyst, and Institute DiretorBogota, Colombia\This book is one of the most important things that has happened to psyhiatry and espeiallyto so-alled `psyhiatri patients' during this entury. Having worked for more than 20 years withso-alled shizophrenis - the main vitims of the abuse by presribed psyhiatri drugs - I an saythat Peter Breggin and David Cohen must be praised for the ourage they have had to unmask manypseudo-sienti� onlusions frequently present in supposedly sienti� literature."0.2.10 Milton F. Shore, Ph.D.Former President, Amerian Orthopsyhiatry AssoiationReipient of the Amerian Psyhologial Assoiation Award forOutstanding Professional Contributions (1998)Silver Spring, Maryland\It has taken great ourage for Drs. Breggin and Cohen to write this very signi�ant book. . . . Asadvoates for non-pharmaologial approahes . . . the authors have outlined a areful and highlyresponsible program for withdrawal from psyhiatri mediations."0.2.11 Fred Bemak, Ph.D.Professor of Counselor Eduation andSetion Head for Wellness and Human ServiesCollege of Eduation, The Ohio State UniversityColumbus, Ohio\This book leads the way in explaining and rede�ning the growing pathology of the ulture ofpsyhiatri mediations. It is a reminder of where we are and a non-medial presription of wherewe an go."0.2.12 Douglas C. Smith, M.D.PsyhiatristJuneau, Alaska\One hundred years from now, people will read urrent psyhiatri textbooks with the sameinredulity we have about blood-letting and snake oil. `Your Drug May Be Your Problem' will be4



remembered as the turning point and as the beaon that showed the way out of these dark days ofwidespread psyhiatri drugging. Breggin and Cohen, like trusted friends, provide us with ritialinformation we need to know in order to make informed deisions about psyhiatri drugs, inludingwhen and how to stop taking them. They present it all within a oherent philosophy of life andhealth that makes the routine use of psyhiatri drugs obsolete. If you have reahed that inevitablepoint of being disillusioned with your psyhiatri drug, this book will be your best friend and guide."0.2.13 Clemmont E. Vontress, Ph.D.Professor Emeritus of CounselingGeorge Washington UniversityReipient of the Counselor Eduator of the Year Award (1995)from the Amerian Mental Health Counselors AssoiationWashington, D.C.\This innovative, informative, and easy-to-read book is a godsend for non- medial people suhas parents, teahers, ounselors, soial workers, and psyhologists who need to know the potentialdangers of referring their hildren, students, or lients to physiians for psyhiatri mediation."0.2.14 Wolf Wolfensberger, Ph.D.Researh Professor of EduationSyrause UniversityDiretor, Training Institute for Human Servie Planning,Leadership and Change AgentrySyrause, New York\`Your Drug May Be Your Problem' provides muh useful and very pratial information, and it ismuh needed onsidering that there is suh massive propaganda by the pharmaeutial and medialindustries about suh drugs. This propaganda must be ombated, and this book ontributes to thate�ort."0.2.15 Rhoda L. Fisher, Ph.D.Clinial PsyhologistSyrause, New York\`Your Drug May Be Your Problem' is an honest and straightforward attempt to present a learpiture of drug e�ets, why we turn to drugs, their role in soiety, and more. It �lls a real need inour urrent drug ulture and in our urrent omplete trust in the drug dispenser himself. The book'smain import will be to serve as a ounter-balane to the myth of a `mirale' drug ure. It's a muston everyones bookshelf!" 5



0.2.16 Steven Baldwin, Ph.D.Senior Editor, Ethial Human Sienes and ServiesFoundation Professor of PsyhologyShool of Soial Sienes, University of Teesside, Teesside, UK\I reommend `Your Drug May Be Your Problem' as the number one self-help guide to omingo� psyhiatri drugs."0.2.17 Thomas Greening, Ph.D.Professor of Psyhology, Saybrook Graduate ShoolEditor, Journal of Humanisti PsyhologyLos Angeles, California\Anyone onsidering saying `yes' to psyhiatri drugs, or wanting to `just say no,' should �rst say`YES' to buying and reading this essential, informative book. Breggin and Cohen's goal is empow-erment of troubled people seeking help, not propaganda, pressure, or pro�t. This book questions,informs, warns, and leaves the reader far better able to hoose wisely."0.2.18 Thomas J. She�, Ph.D.Professor Emeritus of SoiologyUniversity of California, Santa Barbara\I highly reommend this book to persons on psyhiatri drugs, and to the physiians who presribethem. These drugs are very powerful, either for good or for harm. Sine the ations for almost all ofthem are still unknown, the people who use them are being experimented on, mostly without theirknowledge. Drs. Breggin and Cohen are experts on the negative e�ets of drugs. Their views shouldbe just as widely known as the misleadingly positive advoations of the drug ompanies."0.2.19 David H. Jaobs, Ph.D.Clinial Psyhologist, Resident FaultyCalifornia Institute of Human SieneSan Diego, California\This groundbreaking book provides a omprehensive and honest soure of information aboutadverse and withdrawal e�ets of ommonly-used psyhiatri drugs. It should be in the oÆe of allmedial and non-medial 'mental health' workers. It should also be read by anyone onsidering theuse of psyhiatri drugs and all those who want to stop."0.2.20 Al Siebert, Ph.D.Author of \The Survivor Personality"Portland, Oregon6



\Emotional maturity, self-on�dene, and life ompetene ome from struggling with stresses,fears, and adversities. When young people beome addited to drugs they remain emotionally im-mature until they quit and start learning to ope. Breggin and Cohen point out that the same istrue of hroni users of psyhiatri mediations. It is not until they withdraw from the hemialdependeny urged on them by psyhiatry that they an develop inner strengths for oping with life'sdiÆulties."0.2.21 Jay Haley United States International UniversityAuthor of \Leaving Home" and \Learning and Teahing Therapy"La Jolla, California\Dotors Peter Breggin and David Cohen take the reader through the risky pathways of psyhiatrimediation with aurate information as a guide. Dr. Breggin was a voie in the night alling forresponsibility with psyhiatri mediation. Now he leads an orhestra of protest."0.2.22 Paula J. Caplan, Ph.D.Author of \They Say You're Crazy" [82℄ and \The Myths of Women's Masohism"Visiting Sholar, Pembroke CenterBrown UniversityProvidene, Rhode Island\Breggin has been a brave pioneer in not only pointing out but also metiulously doumentingthe ways that the `Emperor' of traditional mental health treatment is naked. His relentless raisingof questions and doumentation of false advertising and over-ups by drug ompanies and variousforms of abuse of patients by a variety of therapists is invaluable and irreplaeable."0.2.23 William Glasser, M.D.Psyhiatrist, author of \Reality Therapy" andthe forthoming \Reality Therapy in Ation"Chatsworth, California\Nowhere does the false medial thinking, that there is a drug ure for almost all ommon diseases,do more harm than in the modern psyhiatri argument that mental illness is easily diagnosed andthen ured by a side-e�et-free drug. Nowhere is the orret psyhiatri thinking more evident thanin the books by Peter Breggin. In them he explains learly that patients with mental illnesses arein almost all instanes su�ering from their inability to onnet with important people in their livesand need help in making these vital onnetions. He supports safe, drug-free ounseling as a moree�etive way to help people, and I enthusiastially agree with this premised."7



0.3 Gratitude and Dediation to WivesTo Our wivesGinger and CaroleWho inspire usWith their Love, brilliane, and ourage0.4 A Warning Conerning the Use of Psyhiatri DrugsPsyhiatri drugs are muh more dangerous than many onsumers and even physiians realize. All ofthese drugs produe numerous serious and potentially fatal adverse reations, and most are apable ofausing withdrawal problems that are emotionally and physially distressing. Some produe powerfulphysial dependene and an ause life-threatening withdrawal problems.Although this is the �rst book to desribe in detail why and how to stop taking psyhiatri drugs,it is not intended as a substitute for professional help. Espeially when psyhiatri drugs have beentaken in large doses for prolonged periods of time, experiened linial supervision may be useful andeven neessary during the withdrawal proess.This book is intended for anyone who is thinking about starting or stopping psyhiatri drugs. Itmay also be useful to people who are taking psyhiatri mediations without any immediate intentionof stopping. In addition, it is meant for anyone who has friends or loved ones who are taking thesedrugs.Many professionals who are involved with the presription or monitoring of mediation may also�nd this book useful. The hapters that follow ontain basi information about drug hazards anddrug withdrawal of whih many medial dotors may be unaware - inluding even those physiianswho frequently presribe psyhiatri drugs.0.5 Introdutions to the New Edition: Sienti� Con�rma-tions of the First Edition0.5.1 Introdution by Peter BregginWhen \Your Drug May Be Your Problem" was originally published in l999 it was the �rst of itskind-the only book to examine the adverse e�ets of every lass of psyhiatri drug and how to safelywithdraw from them. With this seond edition, our book remains unique in its emphasis but inmany ways it has beome less ontroversial. In the past eight years, sienti� researh and the Foodand Drug Administration (FDA) have further on�rmed many of the onerns voied in the �rstedition, inluding our emphasis on how antidepressants and stimulants ause harmful mental e�etsand dangerously abnormal behavior suh as psyhosis, violene, and suiide.We have both been very ative in sienti� researh in the intervening years sine the �rst editionof \Your Drug May Be Your Problem". I have published more than a dozen sienti� artiles andbooks that further develop and demonstrate many of the observations and onepts desribed inthe �rst edition of this book1. In reent years, my testimony has been aepted in many additionalriminal, malpratie and produt liability ases involving the adverse e�ets of these mediations.1For some Breggin publiations sine the �rst edition of this book, see Breggin (1998 [57℄, 1999a- [61℄, 2000 [64℄,2001a&b [65℄, 2002a&b [67℄, 2003 [69℄, 2006a-e [70℄). The artiles an be obtained from www.breggin.om .8



0.5.1.1 The FDA Finally Reognizes Antidepressant-Indued SuiidalityThe FDA has at long last on�rmed the �rst edition's observations that antidepressants produedangerous degrees of stimulation with aggressive behavior and that they also produe suiidality inhildren and adults.At publi hearings in 2004 the FDA presented re-evaluations of antidepressant linial trials forhildren and youth under age eighteen doumenting that the suiide risk was doubled in hildrentaking antidepressants ompared to similar individuals taking a sugar pill. The ageny also reportedthat only one-�fth of ontrolled linial trials demonstrated any usefulness for antidepressants inhildren and youth under age eighteen2. Antidepressants were not only proven ine�etive in hildrenand teenagers, they were proven to ause suiide.The FDA applied its onlusions to all of the newer antidepressants inluding bupropion (Well-butrin), italopram (Celexa), uoxetine (Proza, Sarafem), uvoxamine (Luvox), mirtazapine (Re-meron), nefazodone (Serzone), paroxetine (Paxil), sertraline (Zoloft), esitalopram (Lexapro), andvenlafaxine (E�exor). A more reent antidepressant, duloxetine (Cymbalta), shares similar risks.In summarizing the hearings, panel hairman Wayne K. Goodman, M.D. on�rmed an emerging\pattern" of \behavioral toxiity" and spei�ally referred to \ativation" or over-stimulation as aroot problem. He suggested that symptoms or signs of over-stimulation \may represent a preursorto the symptom we most fear, that of suiide intent". Dr. Goodman reminded the hearing that only20 perent of the linial trials showed any e�etiveness and warned, \So, in addition to adversee�ets that were of onern, we had questions about the overall bene�t of this lass of agents, raisingthen naturally questions about bene�t/risk ratio" (FDA, 2004b [158℄).On Marh 22, 2004, the FDA issued a press release along with a publi Health Advisory on\Cautions for the Use of Antidepressants in Adults and Children". The ageny's press releasestated that it is \known" that antidepressants are assoiated with \anxiety, agitation, pani attaks,insomnia, irritability, hostility impulsivity akathisia (severe restlessness), hypomania, and mania"(FDA, 2004a [157℄). Without using the terms stimulation or ativation, the FDA for the �rst timeon�rmed that antidepressants ause a dangerous pattern of these e�ets along a ontinuum fromanxiety and agitation through mania.The FDA published a new required label for all antidepressants on January 26, 2005 inluding ablak box headlined \Suiidality in Children and Adolesents". The warning begins \Antidepressantsinreased the risk of suiidal thinking and behavior (suiidality) in short-term studies in hildren andadolesents with Major Depressive Disorder (MDD) and other psyhiatri disorders" (FDA, 2005a[159℄).The FDA also added to the label a setion entitled \WARNINGS - Clinial Worsening and SuiideRisky" for hildren and adults. In doing so, the federal ageny on�rmed my longstanding onernthat antidepressants atually worsen the ondition of many patients. Antidepressant labels mustnow warn that adults \should be observed similarly for linial worsening and suiidality espeiallyduring the initial few months of a ourse of drug therapy or at times of dose hanges, either inreasesor dereases".0.5.1.2 Con�rming Over-StimulationThe media and the psyhiatri profession have foused almost exlusively on the new suiide warningsin antidepressant labels, while the FDA's more far-reahing warnings about over-stimulation havebeen largely ignored. Every antidepressant label must now warn in detail about over-stimulation or2The FDA failed to mention that the three positive studies were drug-ompany sponsored and onduted by drugompany drones. 9



ativation. This ritial new addition to all antidepressant labels applies to hildren and adults alikeand is found in the setion entitled, \WARNINGS-Clinial Worsening and Suiide Risk". Embellish-ing slightly on the initial FDA press release, the label states that antidepressants are assoiated withthe prodution of \anxiety agitation, pani attaks, insomnia, irritability, hostility, aggressiveness,impulsivity akathisia (psyhomotor restlessness), hypomania, and mania".Another setion of the new label informs dotors what information should be given to patientsand their families. It points to \linial worsening and suiide" and repeats the desription of over-stimulating, adding \and other unusual hanges in behavior, worsening of depression, and suiidalideation".The FDA also published a speial booklet to be inluded in the labels and to be given to theparents of hildren plaed on antidepressants (FDA, 2005b [160℄). In a heading entitled \What toWath Out For in Children or Teens Taking Antidepressants", the booklet lists twelve psyhiatriitems with bullets. Almost all of them on�rm antidepressant over-stimulation and several spei�allymention manifestations of violene and suiidality. Here they are in their entirety:� Thoughts about suiide or dying� Attempts to ommit suiide� New or worse depression� New or worse anxiety� Feeling very agitated or restless� Pani attaks� DiÆulty sleeping (insomnia)� New or worse irritability� Ating aggressive, being angry, or violent� Ating on dangerous impulses� An extreme inrease in ativity and talking� Other unusual hanges in behaviorImmediately after the list, the booklet additionally warns about withdrawal:\Never let your hild stop taking antidepressants without �rst talking to his or her healthareprovider. Stopping an antidepressant suddenly an ause other symptoms."0.5.1.3 Antidepressant-Indued Suiidality in AdultsAfter establishing that antidepressants ause suiide in individuals under the age of eighteen, in2005-2006 the FDA required the drug ompanies to re-evaluate their data on adult suiidality. Asa result, in May 2006 GlaxoSmithKline sent a mass mailing to \Dear Healthare Professional" [178℄warning that Paxil inreases the risk of suiidal behavior for adults of all ages who su�er from MajorDepressive Disorder as well as for younger adults who su�er from lesser depressive disorders andanxiety disorders (GlaxoSmithKline, 2006 [178℄).10



On Deember 13, 2006 the FDA's advisory ommittee3 met to disuss the overall results of there-evaluation of adult suiidality data. The FDA onluded that antidepressants ause inreasedrates of suiidality in people age eighteen to twenty-four taking antidepressants ompared to thosetaking plaebo.The FDA seemingly would like to believe that at age twenty-�ve people hange biologially orpsyhologially in some fashion so that the antidepressant suiidality warning need not apply tothem; but ommon sense and linial experiene tell us that the risk is inreased for all ages. Youngerpatients may be more likely to have these horrendous adverse drug reations, but they our as well inolder people. Clinial trials are not meant to detet suiidality and due to their relative insensitivityto the problem, they only identi�ed the greater vulnerability found in younger patients.0.5.1.4 The FDA Resists the FatsAll of these \new" FDA observations and onlusions were already available in the �rst edition of\Your Drug May Be Your Problem". The psyhiatri ommunity and the FDA have been slow toath up with observations that I have been making for deades and that were summarized in the�rst edition of the book. In 1991 in \Toxi Psyhiatry" [49℄ I �rst desribed how Proza an ause\murderous and suiidal behavior" by means of over-stimulation:\Proza often a�ets individuals as if they were taking stimulants, suh as amphetamine, o-aine, or PCP. . . . Like amphetamine or oaine, Proza an produe the whole array of stimulante�ets, suh as sleeplessness, inreased energy, jumpiness, anxiety, arti�ial highs, and mania.Some patients taking Proza do indeed look `hyper' or `tense', and even aggressive, withouteven realizing it . . . , Indeed, the FDAs internal review of Proza side e�ets by psyhiatristRihard Kapit twie mentions the drug's `stimulant' e�ets, but these important observationswere not inluded in the �nal labeling requirements4."In many books after 1991, I ontinued to warn about antidepressant overstimulation, violene, andsuiide, drawing upon additional linial and researh studies in \Talking Bak to Proza" (1994)[75℄, \Brain-Disabling Treatment in Psyhiatry" (1997) [55℄, and �nally \The Antidepressant FatBook" (2002) [66℄. I also published sienti� papers ulminating in 2003 with the most detailedsienti� review of the entire subjet entitled \Suiidality, violene and mania aused by seletiveserotonin reuptake inhibitors (SSRIs)".Meanwhile, in 1997 psyhiatrist David Healy [198℄ joined in with a ritique of antidepressants, TheAntidepressant Era, further desribing the risk of suiidality; and in 2000 psyhiatrist Joe Glenmullen[179℄ wrote Proza Baklash, extensively doumenting the role of antidepressant-indued akathisia(psyhomotor agitation) in ausing violene and suiide.The new language required by the FDA in antidepressant labels losely follows the thrust ofmy observations in my 2003 paper that was distributed to the FDA ommittee before it drew itsonlusions. In that paper I desribed and doumented how the antidepressants ause akathisiaand a stimulant syndrome that begins with \insomnia, nervousness, anxiety, hyperativity, andirritability and then progresses toward more severe agitation, aggression, and varying degrees ofmania". Notie the similarity in the onept and language in the new FDA-approved label when itdesribes antidepressant-indued \anxiety, agitation, pani attaks, insomnia, irritability, hostility,aggressiveness, impulsivity, akathisia (psyhomotor restlessness), hypomania, and mania".It was of ourse gratifying to witness this outome after years and years of work, often in the faeof professional outrage, judiial hostility and media disbelief; but for untold millions of patients andtheir families, the warnings ame muh too late.3OÆially alled the Psyhopharmaologi Drugs Advisory Committee (PDAC).4Pp. 165 �. 11



How are we to aount for suh a long lag in the FDA's reognition of antidepressant-indued over-stimulation, as well as hostility aggression, and suiidality? Most obviously the drug ompanies andthe FDA want to protet themselves from being ritiized for denying problems that some of us havebeen warning about sine the early 1990s. More insidiously, as I have reently doumented on myWeb site and in Ethial Human Psyhology and Psyhiatry onerning Paxil and GlaxoSmithKline,drug ompanies make extreme e�orts to hide inriminating data about their drugs from the FDA,the health professions, and the publi5.0.5.1.5 Antidepressant Withdrawal AknowledgedAs we emphasized in the �rst edition of this book, all antidepressants an ause emotionally andphysially distressing and dangerous withdrawal reations. Beause of a wide variety of symptomsfrom severe shok-like headahes to overwhelming depression, many patients feel they annot stoptaking them6.Paxil produes some of the worst withdrawal reations but GlaxoSmithKline, the manufaturerof the antidepressant, has fought reognizing the severity of these problems. A few years ago I was aonsultant in a California suit to fore the manufaturer of Paxil to inrease its warnings onerningwithdrawal. Attorney Don Farber of San Rafael reported to me that the ompany \resolved thease" satisfatorily a pharmaeutial industry euphemism for settled without admitting guilt. .Simultaneously under pressure from the FDA, the ompany upgraded the warning with a bold blakheading, \Disontinuation of Treatment with PAXIL". The label now summarizes reports that it hasreeived onerning withdrawal reations7:\Dysphoria [painful℄ mood, irritability agitation, dizziness, sensory disturbanes (eg., parethe-sias suh as eletri shok sensations), anxiety onfusion, headahe, lethargy, emotional lability,insomnia, and hypomania. While these events are generally self-limiting, there have been reportsof serious disontinuation symptoms."The new antidepressant label notes that the withdrawal symptoms an beome \intolerable".Consistent with our earlier suggestions in the �rst edition of this book, GlaxoSmithKline now re-ommends slow withdrawal with resumption of the previous dose if the su�ering beomes intolerable.0.5.1.6 Do Antidepressants Have Any Positive E�ets?In \Toxi Psyhiatry" [49℄ in 1991 and again in more detail in \Talking Bak to Proza" in 1994 [75℄,I doumented that antidepressants are so ine�etive that even drug ompany-rigged studies havediÆulty showing any positive e�ets. I pointed out that the drugs are little better than sugar pillsand that the slightly better performane of the antidepressants in short-term linial trials is due tomany extraneous fators inluding investigator bias and the manipulation of data. Reent researhhas on�rmed these observations.In 2002 a team led by psyhologist Irving Kirsh [231℄ at the University of Connetiut publishedan analysis of eÆay data submitted to the FDA between 1987-1999 for Proza, Paxil, Zoloft,E�exor, Serzone, and Celexa (Kirsh et al., 2002 [231℄; Also see Kirsh and Sapirstein, 1998 [230℄).In order to approve a drug, the FDA requires only two positive studies, but drug ompanies invariablyhave to ondut many linial trials before they an ome up with a ouple of positive linial trials.5My produt liability report against GlaxoSmithKline an be found on www.breggin.om . I published portionsof it with introdutory explanations in Ethial Human Psyhology and Psyhiatry; the journal sponsored by theInternational Center for the Study of Psyhiatry and Psyhology (Breggin, 2006b-d [71℄).6See Monrie� (2006 [283℄) for similar observations.7Physiians' Desk Referene (2006, p. 1504, �rst olumn). It's buried amid a mountain of other data.12



Kirsh and his olleagues looked at all the studies onduted by the ompanies-not merely thoseused to get approval by the FDA. After analyzing the entire group of antidepressant linial trialsonduted by the drug ompanies, Kirsh and his olleagues onluded that there was little or noevidene that the drugs worked. Their researh demonstrated that any bene�ial or positive e�etsin omparison to plaebo were \negligible".In 2006 Joanna Monrie� [283℄ and Kirsh published another review and analysis of antidepressanteÆay in the BMJ (British Medial Journal) fousing on SSRIs suh as Proza, Zoloft, and Paxil.They onluded that these drugs \do not have a linially meaningful advantage over plaebo".0.5.1.7 New FDA Dislosures about Stimulant Drugs for Treating ADHD in ChildrenThe �rst edition of \Your Drug May Be Your Problem" also emphasized the dangers assoiatedwith the stimulant drugs used to treat Attention De�it Hyperativity Disorder (ADHD). As BrianKean (2005 and 2006 [222℄) has amply doumented, a worldwide marketing ampaign ontinuesto expand the number of hildren whose basi human rights are being trampled by unsienti�diagnoses and toxi treatments. Meanwhile, the FDA has admitted that these mediations are farmore dangerous than previously admitted. The relatively benign FDA-approved labels for stimulantdrugs suh as Adderall, Dexedrine, Ritalin, and Conerta have misled physiians and the publi intounderestimating their hazards. Few professionals or onsumers realize how additive the drugs anbe and even fewer realize that they frequently ause serious psyhiatri side e�ets suh as psyhosis,mania, aggression, and suiide.In 2005 the FDA �nally aknowledged that it was reeiving numerous reports of stimulant-induedharmful psyhiatri e�ets suh as psyhosis, visual halluinations, suiidal ideation, aggression, andviolene (FDA, 2005d [162℄, 2006 [163℄). Then in early in 2006 the FDA's Division of Drug RiskEvaluation issued an alarming report that delared8:\The most important �nding of this review is that signs and symptoms of psyhosis or mania,partiularly halluinations, an our in some patients with no identi�able risk fators, at usualdoses of any of the drugs urrently used to treated ADHD. Current labeling for drug treatmentsof ADHD does not learly address the risk of drug-indued signs or symptoms of psyhosisor mania (suh as halluinations) . . . A substantial proportion of psyhosis related ases werereported to our in hildren age ten years or less, a population in whih halluinations are notommon."Their data was derived from all the drugs involved in treating ADHD, inluding Strattera, am-phetamine (Adderall and Dexedrine) and methylphenidate (Foalin, Conerta, Metadate, Methylin,Ritalin, and methylphenidate skin pathes). It also inluded Provigil, a drug sometimes used as astimulant. A omplete list an be found in the Appendix.The FDA's report also identi�ed stimulant-indued aggression, inluding many ases that were\onsidered life-threatening or required hospital admission". It noted that the FDA had alreadyplaed a suiide warning in the Strattera label (FDA, 2005 [161℄) and it warned with less onvitionthat the other stimulants showed signals of ausing suiidality.With these observations and warnings about stimulant drugs, the FDA began to ath up withwarnings I had �rst issued in 1998 as the sienti� presenter on adverse drug e�ets in hildrenat the Consensus Development Conferene on the Diagnosis and Treatment of Attention De�itHyperativity Disorder, a highly publiized meeting sponsored by the National Institutes of Health8Gelperin and Phelan (2006) [170℄. Quotes in this setion are from pp. 3-4 of the FDA in-house memorandum.13



(NIH)9. In my published report and my presentations to the onferene I spei�ally warned aboutan unexpetedly high number of ases of stimulant-indued psyhosis, aggression, and suiidality.Using an earlier version of the same data that the FDA reently relied upon-reports sent to it fromvarious soures - by 1998 I had already found hundreds of psyhiatri adverse drug reations suhas agitation, hostility, depression, psyhoti depression, psyhosis, halluinations, emotional lability,and abnormal thinking. I also reported on �nding many ases listed as overdose, intentional overdose,and suiide attempt. I enlarged upon this warning in \Psyhostimulants in the treatment of hildrendiagnosed with ADHD: Risks and mehanism of ation" (1999) and in \Talking Bak to Ritalin"(2001)10.Why was I able to pik up the signal in 1998, while the drug ompanies never found it and theFDA only beame aware in 2005? I was looking for potential problems from the drugs while the drugompanies and the FDA were looking away from them.Ultimately the FDA failed in its initial promises to seriously upgrade its warnings about the newlyreognized adverse psyhiatri e�ets of stimulants. In September 2006 the ageny held hearings onthe subjet and deided not to \sare" parents by putting a blak box warning in the label onerningeither ardiovasular or psyhiatri side e�ets. In February 2007 the FDA issued a news releaseannouning its intentions to warn about the risk of ardiovasular adverse events inluding suddendeath in patients with underlying serious heart problems or defets and stroke and heart attak inadults with unspei�ed risk fators. It then went on to minimize �ndings of psyhiatri adverse events,iting \a slight inreased risk (about 1 per 1,000) for drug-related psyhiatri adverse events, suh ashearing voies, beoming suspiious for no reason, or beoming mani, even in patients who did nothave previous psyhiatri problems". The ited rate of one event per 1,000 is unonsionably small.One retrospetive review of lini reords, for example, found that nearly 10 perent of hildren, or100 per 1,000, developed signs of psyhosis inluding ases of \paranoia", \visual halluinations",and \auditory halluinations, aggressive, agitated behavior" (Cherland and Fitzpatrik, 1999 [87℄).0.5.1.8 A New Conept: Spellbound by Psyhiatri DrugsWhy do so many people take suh harmful drugs? Why do they persist in taking them long afterthe drugs have begun to do more harm than good?The persistent use of harmful drugs is not limited to psyhiatri drugs. People frequently abusenon-presription drugs suh as alohol and marijuana despite their obviously harmful mental andemotional e�ets. In the extreme, aloholis ruin their lives and the lives of their families as theydrink themselves to death. Alohol, of ourse, auses dependene (the new name for addition). Buteven in the absene of addition, people often take drugs to their obvious personal detriment andfrequently to the detriment of others as well.Over the years I have evaluated many dozens of linial and legal ases in whih individuals haveendured severe and sometimes lasting mental impairment from taking psyhiatri drugs. In many ofthese ases, the individuals ommitted horrendous ats that were wholly out of harater for them.Reently when re-evaluating my extensive experiene with these ases, I realized that all psyhoativedrugs produe an e�et that an be alled mediation spellbinding or, more tehnially intoxiationanosognosia (Breggin, 2006e [74℄). Anosognosia means the inability to reognize illness in oneself.Drugs that impair mental funtion at the same time impair the individual's ability to reognize thatdysfuntion.All psyhoative drugs - that is, all drugs that a�et the brain and mind - tend hide or to mask9In addition to emphasizing this data in a verbal exhange with another expert who was denied the risk of stimulant-indued psyhosis, I presented my breakdown of data from the FDA's spontaneous reporting system in my publishedreport to the Consensus Development Conferene (Breggin, 1999b [62℄).10The data is desribed and tabulated in greatest detail in \Talking Bak to Ritalin", Revised (2001 [65℄, pp. 43-44).14



their harmful mental e�ets from the individuals who use them. Often these drugs make spellboundindividuals feel that they are mentally improved when they are in reality mentally - impaired. Inextreme drug spellbinding, they ompel people toward thoughts and ations suh as violene andsuiide that they would ordinarily �nd appalling.Every lass of psyhiatri drugs - antidepressants, stimulants, tranquilizers, mood stabilizers, andantipsyhotis - auses mental impairments that often go unreognized by the vitim, even whenthey are severe (The drugs in these ategories are listed in the Appendix). This misleads mediatedpatients into believing that they are doing better even when they are getting worse. As a result,people often feel they annot live without psyhiatri drugs when a areful history reveals that theirlives have deteriorated during the time they have been exposed to them.Antidepressants, stimulants and tranquilizers (espeially Xanax) frequently ause unreognizedover-stimulation that an lead to ats of aggression or suiide. Mood stabilizers like lithium andantipsyhoti drugs like Zyprexa, Risperdal, Seroquel, and Geodon often lead to a attening ofemotions that the patient and dotor alike overlook or mistake for linial depression. The oneptof mediation spellbinding helps to explain how adverse reations go unreognized or unappreiated,and why so many people feel ompelled to take so many drugs that ause them mental impairment.The onept of mediation spellbinding lari�es the destrutive ompulsion to persist in takingharmful drugs. The subjet of spellbinding will be expanded and doumented with dozens of asesin my forthoming book, Mediation Madness: True Stories of Mayhem, Murder and Suiide CausedPsyhiatri Drugs.In onlusion, a great deal has happened in the past eight years that on�rms our onerns andwarnings expressed in �rst edition of this book. The reader an be reassured that the observationsmade in this book are based on sound sienti� data, even if some of these observations remain aheadof their time. Peter R. Breggin, M.D.Ithaa, New Yorkwww.breggin.om110.5.2 Introdution by David CohenThe �rst edition of \Your Drug May Be Your Problem" appeared at the height of a period of\biopsyhiatri hubris" - the exessive pride and arrogane linked to the view that people who su�eremotionally or misbehave have defetive brains and genes and should take psyhiatri drugs.It seemed to me then that this viewpoint resembled a ult. It was impervious to reason or evidene,hostile to ounter-arguments, and loked its adherents in a strange hemial embrae. At the time, toargue that prolonged psyhotropi drug use had no sienti� justi�ations and was potentially verydangerous, and to suggest how to stop taking drugs, went so straight against onventional thinkingand pratie that it ould have seemed foolhardy.In the intervening eight years, however, the basi arguments set out in this book have been shownto be presient, well founded, and useful to patients and liniians alike. This may have ourredpartly beause of the following:� the Internet hanged the usual methods of reating and disseminating information about drugs,partly by allowing diret and unensored expression of patients` voies on issues that matterto them rather than to experts with ties to the drug industry;11Internet: \http://www.breggin.om". 15



� sores of media reports disussed how drug ompanies-aided and abetted by their paid \aa-demi" researhers, medial journal editors, and even the FDA itself-atively suppress unfavor-able �ndings about mediations;� the FDA required makers of antidepressants to inlude prominent warnings on the oÆial druglabels onerning the emergene of suiidal thinking in hildren and adolesents;� even Newsweek arried a story on August 3, 2005, on the hardships of oming o� antidepres-sants, and more people realized that all psyhotropi drugs may be assoiated with withdrawale�ets that an produe enough impairment to overshadow all previously pereived bene�ts;� results of several large, long-term drug treatment studies onduted without drug industryfunding squarely denied the often repeated laims about psyhiatri drugs' e�etiveness;� the realization that dotors presribe the most dangerous psyhiatri mediations to hundredsof thousands of hildren, some as young as two and three years of age, without tested evidene,makes more people wonder if the biopsyhiatri approah has any fail-safe mehanism.Let me disuss briey some of these hanges and what they ould mean for you as a onsumer orpotential onsumer of psyhiatri drugs, or as someone ontemplating oming o� psyhiatri drugs.0.5.2.1 The Internet and Drug InformationWhen we drafted \Your Drug May Be Your Problem" bak in 1998, the Internet helped us mostly tosearh for bibliographi soures and to peruse a few hundred postings from individuals disussing theirwithdrawal reations online. However, when I typed \antidepressant withdrawal" on a popular Websearh engine while writing this introdution in early 2007, the startling result was 1.2 million hits.The few listings I onsulted o�ered general advie from professionals and laypersons on disontinuingdrugs, how-to-taper strategies, users, daily withdrawal logs, summaries of published ase reports,ways to ut pills or divide apsules, advertisements for antidepressants or for \herbal detoxi�ation"produts, legal briefs, online disussions between onsumers, as well as other varied material inludingsome extremely sophistiated analyses of drug e�ets from laypersons. Of ourse, just like informationabout drugs from experts, information on the Internet must be evaluated ritially, and we o�er inChapter 7 some guidelines to assess the quality of Web sites o�ering withdrawal-related advie.To me, however, this ontent illustrates how the reation of knowledge about psyhiatri drugshas moved and will ontinue to move far beyond the traditional on�nes set by redentialed experts.Withdrawal reations and dependene on antidepressants did not emerge from observations by ex-perts. Rather, experts ould no longer ignore these problems when they were desribed withoutintermediary by tens of thousands of patients.0.5.2.2 The Drug Industry Exposed and Re-ExposedHow extensively the pharmaeutial industry shapes medial and psyhiatri researh and pratieand how it thwarts drug regulation to the industry's advantage has now beome a mainstream topiof study.In its relentless pursuit of pro�ts, the drug industry uses every means at its disposal to shape howpeople think about disease, health, and treatment. This means, notably, that it arefully orhestratesthe prodution of infomerials that are passed o� to poliymakers, liniians, and onsumers assienti� studies, to the detriment of patients' health and of the integrity of sienti� researh.In 2004 and 2005 alone, the following titles, among others, doumented this depressing reality indetail; \The Truth About the Drug Companies: How They Deeive Us and What to Do About It", by16



Maria Angell [11℄, former editor-in-hief of the New England Journal of Mediine and a professor atHarvard Medial Shool; \On the Take: How Mediine's Compliity with Big Business Can EndangerYour Health", by Jerome Kassirer [221℄, also a former editor-in-hief of the New England Journalof Mediine and professor at the Tufts University Shool of Mediine; \Let Them Eat Proza: TheUnhealthy Relationship Between the Pharmaeutial Industry and Depression", by David Healy[199℄, psyhopharmaologist and historian of psyhiatry; \Selling Sikness: How the World's BiggestPharmaeutial Companies Are Turning Us All Into Patients", by medial journalists Ray Moynihanand Alan Cassels; \Mediines Out of Control? Antidepressants and the Conspiray of Goodwill",by Charles Medawar, founder of the U.K. organization Soial Audit, and Professor Anita Hardon;\Overdo$ed Ameria: The Broken Promise of Amerian Mediine", by John Abramson [1℄, linialinstrutor at Harvard Medial Shool; \The $800 Million-Dollar Pill: The Truth About the Cost ofNew Drugs", by Merrill Goozner [183℄, journalist; and \Generation Rx: How Presription Drugs areAltering Amerian Lives, Minds, and Bodies", by Greg Critser [124℄, author and journalist.If I had to hoose one take-home message to extrat from the sum of these ompelling works, it'sthe following: The personal, individual hoies that both you and your dotor make with respet toyour treatment for emotional distress are, more often than not, simply the end result of well-organizedmarketing ampaigns by the industry to sell its produts.0.5.2.3 Drugs for Shizophrenia, Depression, and Bipolar Disorder - A BustDespite the deades-long barrage of reports of industry-funded linial trials presumably demonstrat-ing the superiority and safety of psyhiatri drugs, the National Institute of Mental Health (NIMH)was prompted to support, at a ombined ost of $100 million, three large studies to test the latestdrug treatments for the major psyhiatri disorders.The studies were unusual in that they enrolled several thousand patients, most of whom would havebeen exluded from most short-term linial trials. Under more \real-world" treatment onditionsand using more real-world outomes than those from onventional linial trials, many of thesepatients were followed for more than a year. Main �ndings from the studies began appearing in late2005 and ontinue as of this writing.The Clinial Antipsyhoti Trials of Intervention E�etiveness (CATIE) projet reruited nearly1,500 individuals diagnosed with shizophrenia and randomly assigned them to reeive one of �vedi�erent antipsyhoti drugs (four newer \atypial" drugs, Zyprexa, Risperdal, Seroquel, Abilify,and one old antipsyhoti rarely used today Trilafon). After eighteen months, aross the �ve groups,between 64 perent and 82 perent of patients had quit their treatment beause of \intolerable sidee�ets or lak of eÆay or other reasons" (Lieberman et al., 2005 [256℄). Most observers were takenby surprise, having aepted as sienti� fats the drug industry's promotional messages that atypialantipsyhotis were basially magi potions. I wasn't surprised, having shown earlier how studies ofthe atypial antipsyhotis were so rigged with systemati biases and manipulations that few of theirlaims ould stand ritial srutiny (Cohen, 2002 [97℄).The Sequened Treatment Alternatives to Relieve Depression (STAR*D) projet reruited nearly2,900 patients diagnosed with nonpsyhoti major depression and subjeted them to what modernpsyhiatry onsiders to be the best treatment for depression. In the �rst sequene, all these patientswere treated with the SSRI antidepressant Celexa. Their dotors ould tailor doses individuallybased on patients' feedbak and, on average, eah patient was mediated for about twelve weeks.The result: less than 30 perent had a remission of symptoms during the entire study period (20months) (Trivedi et al., 2006 [373℄). The study ontinued, with di�erent mediation strategies - suhas augmentation with other antidepressants or swithing to other antidepressants - applied as thepool of subjets who did not drop out got smaller and smaller. In one partiular sequene, among 727people initially mediated with Celexa with no suess and then agreeing to take either Wellbutrin,17



Zoloft, or E�exor for up to fourteen weeks, an average of only 21 perent experiened a remission -less than the perentage of those who dropped out beause of intolerable side e�ets (23 perent).And more than half of all partiipants reported that they experiened moderate to severe side e�etsmore than half of the time (Rush et al., 2006 [326℄).Finally results of the Systemati Treatment Enhanement Program for Bipolar Disorder (STEP-BD), desribed as the largest treatment study of bipolar disorder ever performed, also appearedreently. The study laimed to use a \best-treatment-available" approah (mostly antionvulsants,antipsyhotis, lithium, and benzodiazepines), and as in the other treatment studies just desribed,reruited a broadly representative sample of almost 1,500 patients from aross the ountry whounderwent a full two years of treatment. The results: only 28 perent of treated individuals ahievedfull remission and experiened no reurrene during the two years (Perlis et al., 2006 [304℄).Keep in mind that there were no plaebo-treated groups in these three studies. Conservativelyone ould estimate that at least half of subjets who responded to the drugs would have respondedto plaebos - whih would have revealed \net" desired drug e�ets as even less impressive. Keepin mind also that subjets in all studies might have reeived several mediations. In the STAR*Dstudy for example, in addition to Celexa, additional drugs to ounterat sleep, anxiety, and agitationproblems, as well as Celexa - indued sexual dysfuntion, were given at physiians' disretion.It remains to be seen just how dotors seeking to obtain informed onsent from their patientsto reeive psyhiatri drugs for depression, psyhosis, or bipolar disorder will disuss these latest�ndings with their patients. Commenting on the CATIE �ndings, the lead investigator andidlyadmitted that:\The laims of superiority for the [newer antipsyhotis℄ were greatly exaggerated. This mayhave been enouraged by an overly expetant ommunity of liniians and patients eager tobelieve in the power of new mediations. At the same time, the aggressive marketing of thesedrugs may have ontributed to this enhaned pereption of their e�etiveness in the absene ofempirial information" (Lieberman, 2006 [255℄).Disseminating greatly exaggerated laims of superiority in the absene of empirial information -is this siene, or propaganda?0.5.2.4 Mediations and Presribers Out of ControlMany pratitioners, reognizing that results from these major treatment studies diretly hallengepratie-as-usual, suggest that the best guideline still remains to \use mediation wisely". But, asthis book argues, this is not so simple as it might sound. It's diÆult to �nd a dotor admittingthat he or she does not presribe mediation wisely yet it's disonertingly easy to identify harmful,sienti�ally unsupported, involuntarily imposed, or plainly exessive psyhotropi drug presriptionpraties.In one reent ase in whih I reviewed medial reords, a ten-year-old hild in the middle of a us-tody dispute was reeiving, from the same dotor, six psyhotropi drugs simultaneously belongingto �ve di�erent drug lasses. Over the past few years, the hild has been plaed on and withdrawnfrom over �fteen di�erent drugs. The ase notes and disharge summaries were �lled with desrip-tions of behaviors that might reasonably be attributed to the mental onfusion and emotional andphysial roller oaster to whih this unbelievably irrational drug oktail was probably subjeting thehild. Yet neither the hild's dotors, nor the judge overseeing the ase, nor an experiened linialpsyhologist appointed by the ourt to make reommendations, voied that anything might be wrongwith this piture.The bigger piture inludes the following: The number of antipsyhoti presriptions to hildrentwo to eighteen years inreased from under 500,000 in 1995-1996 to almost 2.5 million in 2001-200218



(Cooper et al., 2006 [121℄). Most of these presriptions were for indiations for whih antipsyhotishave not been studied in hildren. Even more dramati trends are being reported about the pre-sription of antionvulsants to youths (Blader and Carlson, 2007 [39℄). Yet the psyhiatri journalsreporting these �ndings merely all for more well-ontrolled studies of antipsyhotis or antionvul-sants in hildren.Arguably, \better" evidene is not likely to slow this engine running out of ontrol. The ab-sene of evidene did not prevent dotors (not only psyhiatrists but pediatriians, family mediinephysiians, emergeny department physiians, and other types of providers) from experimenting withantipsyhotis and antionvulsants. It is diÆult to see how any self-orretive mehanisms mightome into play to bring sanity bak to aring for hildren in distress.0.5.2.5 ConlusionIn sum, now more than probably any time before, I believe that most people are able to availthemselves of better quality, unbiased information and ritial perspetives to help them deidewhether, when, and for how long to take psyhiatri mediations, and how to safely ome o� them.However, the playing �eld remains quite uneven, with most onsumers and even liniians deeplyin the dark about the ommon pitfalls of using psyhiatri drugs, with inreasing numbers of hildrensubjeted to the most powerful and harmful drugs, and with most soures of information on drugsstill ontrolled by the drug industry and vested medial interests.We are grati�ed by the response from readers of the �rst edition of \Your Drug May Be YourProblem", and we are hopeful that this seond edition will ontinue to meet their needs and answertheir questions. David Cohen12, Ph.D.Miami Beah, Floridasee also:www.ritialthinkrx.org130.6 Introdution: What Is Your Ultimate Resoure?This book is �lled with tehnial and sienti� information about psyhiatri drugs (espeially theirdangers) and how to withdraw from them. However, it is also important to understand the underlyingpsyhologial, soial, and ethial priniples that may a�et your deision to use or not use psyhiatridrugs.We an learn a great deal about ourselves and how we view life by asking, \Where do we turnwhen we feel emotionally upset or despairing? Where do we go when life seems unendurable and wehave little or no hope left? What are our ultimate resoures in life - the plaes and persons to whomwe turn for help, diretion, and inspiration?"0.6.1 Our Final ResortAll people seem to need faith, but the varieties of faith seem in�nite. For many individuals, theultimate resort or resoure is religious or spiritual: God and prayer, or other beliefs and praties,and perhaps a trusted minister, priest, rabbi, or ounselor. For others, the ultimate resort may be a12Internet: \http://rsphsw.�u.edu/soial work/faulty ohen.html".13Internet: \http://www.ritialthinkrx.org". 19



loved one - a husband or wife, a parent, a friend. Still others may believe that they themselves arethe ultimate resoure. They may turn to reative work, nature, pets, hobbies, sports, or some othermore seemingly individual or personal pursuit. Inreasingly, people nowadays also turn to sieneto �nd answers about how to live life. Probably for most people, the �nal resort is a ombinationof these resoures: God, nature, siene, other people, and oneself. Ultimately, all human resouresare related. Commitment to a loving, zestful, rational, prinipled life beomes the ornerstone of lifeand the �nal resoure.0.6.2 Resort to DrugsMany people, however, rely on another, more limited resoure when they fae psyhologial or soialrises. They turn to psyhoative or mind-altering substanes. Although they may believe or hopethat they are relying on seemingly objetive siene, in reality they are plaing their faith in drugompany marketing - and so are their dotors.Consider the seemingly di�erent situation with respet to rereational or illiit drugs. For untoldmillions throughout the world, the last resort is alohol, tobao, or substanes suh as marijuanaand oaine. Many turn to them whenever they feel on the verge of experiening painful emotions.In the extreme, they beome addited to these substanes and build their lives around them. Whenthey eventually try to give up their addition, they may disover that they have no other resouresleft and nowhere else to turn. Their lives have been emptied by their reliane on drugs. They mustrebuild from srath their faith in God or other ethial onvitions, their trust in other people, andtheir reliane on themselves and their love of reative work or nature.0.6.3 Seeking ReliefIf people do feel better when drinking alohol or smoking marijuana, it is beause they feel betterwhen their brain is impaired. Psyhiatri drugs are no di�erent. The people who take suh drugsmay feel less of their emotional su�ering. They may even reah a state of relative anesthesia. Butto the degree that they feel better, it is beause they are experiening intoxiation with the drugs.Most of us an empathize with people who are willing to sari�e brain funtion in return for ablunting of emotional su�ering, but should therapists or dotors o�er this alternative? Should weourselves turn to this alternative in our own lives? Is the ost too great in terms of brain dysfuntionand the failure to deal with the real issues in our lives?The resort to psyhoative substanes, whether legal or illegal, rereational or psyhiatri, involvesa ompulsive narrowing of fous in the searh for solutions to life's problems. Almost always theemphasis is on obtaining relief from painful emotions, too often regardless of the potential ost.0.6.4 What Su�ering Tells UsEmotional su�ering is inevitable in life. But it has a meaning - a purpose, Su�ering is a signal thatlife matters. Spei�ally it is usually a signal that something in our lives that matters a great dealneeds to be addressed. Depression, guilt, anxiety, shame, hroni anger, emotional numbing - all ofthese reations signal that something is amiss and requires speial attention. The depth of su�eringis a sign of the soul's desire for a better, more reative, more prinipled life.For example, when faed with a patient in deep depression, should we immediately fous on reliefof the pain? On the ontrary, we should respond by saying that the pain is a signal of the intensity ofthe person's spirit: \The strength and intensity of your su�ering indiates the strength and intensity20



of your spirit. Your disomfort shows how alive you are. Now imagine if you ould learn to turn allthat self-destrutive energy into reative energy and a love of life".The degree to whih we su�er indiates the degree to whih we are alive. When we take drugsto ease our su�ering, we stie our psyhologial and spiritual life. Instead, we need to �nd a wayto untangle that twisted energy and to rediret it more reatively. Sometimes this proess of per-sonal and psyhologial growth an be helped by insightful psyhotherapy or other therapeuti andeduational tehniques - inluding those that failitate our understanding of early hildhood souresof the su�ering. At other times, the proess is helped by our understanding of the problems in ourimmediate lives, suh as an unhappy marriage, a frustrating job, or a diÆult �nanial situation.Sometimes this understanding involves learning new priniples of living with whih to guide ourselvesmore e�etively whih, in turn, may entail a reommitment or a new ommitment to spiritual orphilosophial ideas, and espeially love for ourselves, for other people, and for life or some otherguiding ideal. Sometimes it involves a therapist who ares so muh about the lient that the lientan begin to are about himself or herself.0.6.5 The New Ultimate ResoureThe last ten to twenty years have seen a drasti hange in viewpoint regarding the ultimate resoureof moral and psyhologial guidane: Regardless of their religion or philosophy, many eduated andinformed people have ome to believe that psyhiatry and psyhiatri drugs provide the best lastresort for themselves when in psyhologial distress. Indeed, suh drugs are inreasingly the �rstresort. It appears that we have replaed reliane on God, other people, and ourselves with relianeon medial dotors and psyhiatri drugs. The ultimate soure of guidane and inspiration is nolonger life itself with its in�nite resoures but biopsyhiatry with its narrow view of human nature.This view of ourselves is a most astonishing one. It suggests that most if not all of our psyho-logial, emotional, and spiritual problems are \psyhiatri disorders" best treated by speialists whopresribe psyhoative drugs. Our emotional and spiritual problems are not only seen as psyhiatridisorders, they are delared to be biologial and geneti in origin.The propaganda for this remarkable perspetive is �naned by drug ompanies and spread bythe media, by organized psyhiatry and individual dotors, by \onsumer" lobbies, and even bygovernment agenies suh as the National Institute of Mental Health (NIMH). As a result, manyeduated Amerians take for granted that \siene" and \researh" have shown that emotional upsetsor \behavior problems" have biologial and geneti auses and require psyhiatri drugs. Indeed, theybelieve they are \informed" about sienti� researh. Few if any people realize that they are beingsubjeted to one of the most suessful publi relations ampaigns in history.These days, your dotor is likely to suggest mediation for relatively mild degrees of emotionalupset or distress: even a few weeks of moderate sadness or anxiety are apt to lead to a presription.If your hild has been diÆult to deal with for a few weeks at home or in shool, that, too, is likelyto bring out the presription pad. The problem may have lasted for only a short period, but thedrug treatment may go on for years or even for a lifetime.Psyhiatri diagnosis has beome so widespread that it is almost impossible to mention any kindof \feeling" to a medial dotor without being assigned a psyhiatri label and presribed the latestpsyhiatri drug. And this senario is not limited to strong emotions or serious distress. Feelingfatigued? Take Proza. Feeling as though you've lost your enthusiasm or diretion? Take Paxil orZoloft, espeially if Proza hasn't worked. Feeling trapped in an abusive relationship? Take E�exor,Luvox, or lithium. Feeling a little nervous? Take Xanax, Klonopin, or Ativan. Having troubledisiplining your hild? Give the hild Ritalin, or Dexedrine, or Adderall. Having trouble fousingon work that bores you? Try Ritalin for yourself. Haying ups and downs of any kind? Take any21



number of psyhiatri drugs.
0.6.6 What Do We Really Know About How Our Brains Work?Do we know what we are doing to our brains and minds when we take psyhiatri drugs? Do weknow what we are doing to our hildren when we give them these substanes?Consider this extraordinary reality. The human brain has more individual ells (neurons) thanthere are stars in the sky: Billions! And eah neuron may have 10,000 or more onnetions (synapses)to other brain ells, reating a network with trillions of interonnetions. In fat, the brain isonsidered to be the most omplex organ in the entire universe. With its billions of neurons andtrillions of synapses, it is more omplex than the entire physial universe of planets, stars, andgalaxies.Sientists have well-developed ideas about how the physial universe works. They possess mathe-matial formula for desribing the various fores that ontrol the relationships among physial entitiesfrom blak holes to subatomi partiles. All these fores also a�et the human brain. However, theliving proesses of the brain add omplexities unknown in the physial universe. Those trillions ofinteronnetions between brain ells, for example, are mediated by hundreds of hemial messengers(neurotransmitters), as well as by hormones, proteins, tiny ions suh as sodium and potassium, andother substanes. We have limited knowledge about how a few of these hemial messengers workbut little or no idea as to how they ombine to produe brain funtion.
0.6.7 The Siene Behind Psyhiatri DrugsThe publi is told that a great deal of siene is involved in the presription of psyhiatri drugs,but this is not so - given that we know so little about how the brain works. The knowledge that wedo have about the e�ets of psyhiatri drugs on the brain is largely limited to test-tube studies ofbiohemial reations utilizing ground-up piees of animal brain. We simply do not understand theoverall impat of drugs on the brain.Nor do we have a lear idea about the relationship between brain funtion and mental phenomenasuh as \moods" or \emotions" like depression or anxiety. We don't even know where to beginlooking beause we don't fully understand how the brain funtions.Some theoretiians would urge us to fous on the moleular level by looking for biohemialimbalanes. But that's sheer speulation. Why would a biohemial imbalane be at the root offeeling very depressed any more than it would be at the root of feeling very happy? And if therewere biohemial substrates for extreme sadness and extreme happiness, would that fat make themdiseases? The idea of individual biohemial imbalanes is wholly at odds with the omplexity ofthe brain.Besides, whose biohemial imbalane are we looking for? That of the hild who is out of ontrolor the aregiver who has diÆulty disiplining? That of the hild who isn't learning or the teaherwho hasn't �gured out how to reah this hild? That of the individual who beomes anxious indealing with people or the adult who abused the individual as a hild? That of the person who isdeeply depressed over a lost loved one or the dotor who reommends eletroshok? That of theperson who feels inseure or anxious or the dotor who thinks that the person's problems requiredrugs? In short, whose brain isn't working right?22



0.6.8 Are There Biohemial Imbalanes?As one of our olleagues reently said, \Biohemial imbalanes are the only diseases spread by wordof mouth". Individually we must all use our own intuitive understanding of life to determine thelikelihood that our problems are aused by some as-yet-undeteted brain dysfuntion rather thanby onits in the home, at work, or in soiety, painful life experienes, onfused values, a lak ofdiretion, or other aspets of human life.Of ourse, our bodies an a�et our emotional outlook. We all �nd it muh easier to maintaina bright and enthusiasti attitude when physially healthy than when physially ill. And anythingfrom lak of sleep to the ommon old an a�et our moods.However, dotors ommonly give people psyhiatri drugs without heking for obvious signsof serious physial disorder, suh as hypothyroidism, estrogen de�ieny or head injury from a araident. Moreover, they seem partiularly prone to overlooking the importane of physial symptomsin women. Some women with obvious signs of a hormonal disorder or heart ondition are put onantidepressants and antianxiety drugs without �rst being required by their internists or psyhiatriststo undergo a physial evaluation.It is therefore theoretially possible that some anxious or depressed people may be a�ited with anas-yet-undeteted physial dysfuntion. But this speulation doesn't justify the unfounded onlusionthat people in emotional distress are beset by spei� biohemial imbalanes or that suh imbalanesan be orreted with drugs.In our own experiene, most people with depression and anxiety have obvious reasons for howthey feel. These reasons are often apparent in their everyday lives and may be ompliated by pastexperienes in hildhood or earlier adult life. But even if some people do turn out to have subtle,undeteted biohemial imbalanes, there is no reason to give them drugs like Proza or Xanax thatause biohemial imbalanes and disrupt brain funtion.Let us again onsider the �nal resort. Is it de�ned by our values, our family and friends, andourselves - or by a medial dotor with a presription pad?0.6.9 What Do We Really Know About Psyhiatri Drugs and theBrain?Almost all psyhiatri drug researh is done on the normal brains of animals, usually rats. As notedearlier, muh of this researh involves grinding up brain tissues to investigate the gross e�ets of a drugon one or more limited biohemial reations in the brain. More sophistiated researh involves miro-instrumentation that injets small amounts of drugs into the living brain and measures the �ring ofbrain ells. Yet even these more re�ned methods are gross ompared to the atual moleular ativityin the brain. For example, we have no tehniques for measuring the atual levels of neurotransmittersin the synapses between the ells. Thus all the talk about biohemial imbalanes is pure guesswork.More important, what's atually being studied is the disruption of normal proesses by the intrusionof foreign substanes.This researh in no way bolsters the idea that psyhiatri drugs orret imbalanes. Rather, itshows that psyhiatri drugs reate imbalanes. In modern psyhiatri treatment, we take the singlemost ompliated known reation in the universe - the human brain - and pour drugs into it in thehope of \improving" its funtion when in reality we are disrupting its funtion.The notion that Proza orrets biohemial imbalanes is sheer speulation - propaganda fromthe biologial psyhiatri industry. But disruption of biohemial reations in the brain, ausingsevere biohemial imbalanes and abnormal rates of �ring among brain ells, is a proven fat aboutProza that annot honestly be disputed by anyone who knows the researh.23



How does the brain reat to the intrusion of psyhiatri drugs suh as Proza, Ritalin, or Xanax?The brain reats as if it is being invaded by toxi substanes: it tries to overome, or ompensatefor, the harmful drug e�ets. In the proess, the brain literally destroys its own apaity to respondto the drug. It numbs itself to the drug and, in so doing, atually kills some of its own funtions.So when a dotor tells us that Proza is putting our biohemials into balane, we are being badlymisled. In atuality Proza is profoundly disrupting the funtion of the brain.Proza, Ritalin, and Xanax, like most psyhiatri drugs, overstimulate partiular neurotransmittersystems either by inreasing the output of a neurotransmitter or by preventing its removal fromthe synapses between nerve ells. Proza, for example, overstimulates a hemial messenger alledserotonin by bloking its removal from the synapse. The brain reats initially by shutting down therelease of serotonin and then by reduing the number of reeptors that an respond to the serotonin.These self-destrutive proesses in the brain are relatively easy to researh. They were demon-strated in the private laboratories of Eli Lilly - the manufaturer of Proza - even before the drug wasapproved for marketing by the Food and Drug Administration (FDA). Long before the marketing ofProza, the drug was known to routinely ause drasti biohemial imbalanes rather than to orretthem.How long does it take the brain to reover from the imbalanes aused by Proza? We don't havean answer to this ritial question. Why not? Beause drug ompanies and the sienti� ommunityhave never arried out the relatively simple and inexpensive researh that would be required. Yet weshould suspet that the brain does not always reover from Proza or similar antidepressants suhas Paxil and Zoloft.We already know that the brain's reovery from exposure to many psyhiatri drugs an beprolonged and that full reovery may never take plae. Studies have demonstrated this outome forstimulant drugs suh as the amphetamines, inluding Dexedrine and Adderall, that are presribed forhildren. Although the �nal verdit onerning Ritalin isn't in, its similarity to the other stimulants issuh that we should be onerned about its apaity to ause irreversible hanges. We also know thatirreversible hanges an our in response to the drugs used to treat shizophrenia, suh as Haldol,Prolixin, and Risperdal. These drugs an ause permanent, severe impairments of brain funtion,indeed, we should suspet that any psyhoative drug-any drug that a�ets mental funtion-tendsto produe irreversible hanges in some if not most people.What hope an we have that bathing the brain in a psyhiatri drug will atually improve theoverall funtion of this mysterious organ? Almost none. In fat, as already noted, most of whatwe know about the various neurotransmitters has been gathered by studying how psyhiatri drugsdisrupt or spoil their funtioning.0.6.10 What If We Treated Our Computers the Way We Treat theBrain?Imagine what would happen if we treated our muh simpler omputers in the same way as wetreat the brain in psyhiatry. Consider the ase of a omputer that is \rashing" too often. Withonsiderable poeti liense, we an ompare this mehanial dysfuntion to the human tendeny tobeome \overwhelmed" or \overloaded" with depression, anxiety or obsessions and ompulsions, andunable to funtion easily in everyday life.Perhaps the omputer is rashing for reasons having to do with its hardware. For example, theomputer may need more memory or a new hard drive. Alternatively the problem may be traeableto its software - to one or more of the programs installed in the omputer. Then again, the operatorof the omputer and its programs may be responsible. Or the soure of the problem ould lie outside24



the omputer and even outside the oÆe, as in the ase of power surges.When troubleshooting suh a problem, omputer experts routinely take all of these fators intoonsideration - the omputer, the program, the operator, and the power soure. If the ause ofthe problem isn't immediately apparent, they may run experimental tests or programs in order todiagnose the problem.The approah taken by psyhiatrists and other medial dotors, by ontrast, is both simple-mindedand destrutive. In ontemporary psyhiatry the dotor almost always assumes that the problem liesin the \hardware" of the brain (i.e., in \biohemial imbalanes"). In the words of one well-knownpsyhiatrist, emotional and behavioral diÆulties are aused by a \broken brain".Modern psyhiatrists seem to onsider themselves brain onsultants, but they have little knowledgewith whih to establish that expertise. Unlike omputer onsultants, psyhiatrists have no way ofidentifying or loating the soure of the problem in a patients brain. So the patient must take their\expert" assertions on faith.How would you reat if your omputer onsultant treated your omputer the way psyhiatriststreat patients and their brains? Suppose your onsultant invariably onluded that the problem mustlie in the hardware of your mahine rather than in the program, the operator, or some external fatorsuh as the power soure. Suppose your onsultant always began by pouring toxi agents into youromputer. Further suppose that your onsultant never guaranteed you a good result while ontinuingto pour toxi agents into your mahine without regard for the onsequenes - and, when pressed foran explanation, made vague referenes to \rossed wires" or \eletrial imbalanes" in your omputerbut never looked inside, onduted any tests, or provided a de�nitive physial diagnosis.How long would you put up with suh nonsense from your omputer onsultant? Not very long.If omputer onsultants behaved like psyhiatrists, we would �re them. Yet, tens of millions ofpeople put up with even more slipshod, irrational treatments involving their far more omplex andvulnerable brains and minds.0.6.11 What This Viewpoint Does to UsWhat happens when we start viewing a human being as an objet? We lose our own apaity forrationality and for love. It is impossible to redue a person's emotional su�ering to biohemialaberrations without doing something psyhologially and morally destrutive to that person. Weredue the reality of that individuals life to a narrowly foused speulation about brain hemistry.In taking suh a distorted view of the person, dotors also do harm to themselves. They suppresstheir natural tendeny to be empathi toward other human beings. Thus, in their e�orts to be\objetive" and \sienti�", biologial psyhiatrists and dotors end up doing very destrutive thingsto people, inluding themselves.0.6.12 Herbal and \Natural" RemediesAlthough this book is about psyhiatri mediations that are approved by the FDA, many read-ers may have questions about psyhoative herbal remedies that an be obtained over the ounter(OTC). They may wonder if these more \natural" substanes an be used instead of psyhiatridrugs during the withdrawal proess or as a general substitute. In brief, we do not reommend theuse of psyhoative herbs for these purposes.Many people believe that suh natural remedies are likely to be safer than presription drugs.This is the impliation onveyed by many books that evaluate herbal mediines, suh as PDR forHerbal Mediines (1998) [300℄ and Alternative Mediine (1994). Both list far fewer adverse e�ets25



for typial herbal remedies (suh as St. John's Wort as an antidepressant or ginseng as a stimulant)than are usually desribed in the literature for psyhiatri drugs used for orresponding purposes(suh as Proza or Ritalin).Nonetheless, anyone who uses psyhoative herbs should do so with aution. Some of these herbshave reognized adverse e�ets. For example, ginseng, in large doses, an ause dependene withserious adverse e�ets. The sienti� itations typially listed for herbs are mainly non-Englishlanguage reports not readily aessible to the ordinary reader in the United States. The ompositionof many of these substanes, inluding St. John's Wort and ginseng, is very omplex, with numerousative agents that have been little studied. Preparations from di�erent manufaturers - or even fromthe same manufaturer - may not be standardized. And, �nally even though the FDA often failsto live up to its mandate, FDA-approved drugs are usually more thoroughly studied than herbalremedies in regard to adverse e�ets.Some people might believe that a long history of use without known ill e�ets is in itself agood indiation of a psyhoative herb's safety. However, onsider two of the most widely usednatural psyhoative substanes, alohol and tobao: Both were one reommended by physiiansfor mediinal purposes, and both have been heavily promoted by government and orporate interests.Alohol has been used for many reasons by untold millions of human beings sine before reordedhistory but only in the last few deades have the harmful e�ets of hroni exessive alohol use beengenerally reognized. Soiety has also beome inreasingly aware of the assoiation between autealohol use and many forms of violene and aidents. Likewise, tobao has an anient history ofritual use in Native Amerian soieties and, in more reent enturies, of widespread hroni use inWestern soiety. But the dangerousness of smoking did not gain widespread reognition until a fewdeades ago.Any drug that a�ets the brain and mind should be viewed with aution, espeially in the ontextof daily or persistent use. And any person who deides to use herbal remedies should read as muh aspossible about them. To use these agents is, to some extent, to step into the unknown. By ontrast,all psyhiatri drugs have well-doumented, serious hazards.Even if psyhoative substanes were harmless, we would question their use for \therapeuti"or \psyhiatri" purposes - that is, to overome psyhologial and soial problems. The use of apsyhoative substane for suh purposes is wrong in priniple beause it represents an attempt to�x the brain instead of the problems that lie within the person's internal life, relationships, andenvironment.It is understandable, of ourse, that people want relief from emotional su�ering, just as they tendto take aspirin, ibuprofen, or other drugs for head, musle, and joint pains. The latter treatmentsplay a valuable role, espeially if they are administered over the short term. However, both aspirinand ibuprofen also have many potentially serious adverse e�ets, ranging from stomah ulers tostroke.The use of \emotional painkillers" is more questionable. If a person gets headahes beause ofthe stress of a onited marriage or a frustrating workplae, it would ultimately be self-defeating torely on pills instead of dealing with the issues involved. Besides, all psyhiatri drugs have far morenegative e�ets on brain and mind funtion than do aspirin or ibuprofen. Psyhiatri mediationsare, �rst and foremost, psyhoative or psyhotropi drugs: They inuene the way a person feels,thinks, and ats. Like oaine and heroin, they hange the emotional response apaity of the brain.If used to solve emotional problems, they end up shoving those problems under the rug of drugintoxiation while reating additional drug-indued problems.There is another lesson to be gained from how long it has taken us to reognize the dangers oftobao and alohol. Beause it has taken enturies to grasp the damaging e�ets of these naturalsubstanes on individuals, families, and soiety we annot blithely assume that we an learn about26



the dangers of psyhiatri drugs in a matter of months or years.Many drugs are e�etive in bringing about the short-term relief of emotional su�ering. Alohol,for example, a�ets the same general neurotransmitter system as tranquilizers like Xanax, Valium,Klonopin, and Ativan. It has similar linial e�ets, too. Millions of people \take a drink" to relaxor alm down, to relieve anxiety or even depression, and to fall asleep more easily. Yet alohol, muhlike the tranquilizers, has many negative e�ets on behavior, tends to worsen the very problems it isused to treat, and an beome additive.The question, then, is not \Do drugs a�et mental proesses?" Many drugs are alled \psyhoa-tive" preisely beause they have e�ets on the mind. Rather, the question is. \Should they bepresribed as treatments?"This book is aimed at helping people understand some of the medial and psyhologial dangersof relying on psyhiatri drugs, but it an only hint at the psyhologial and soial void reated bysuh reliane on mind-altering agents. The book also o�ers approahes to oming o� psyhiatridrugs, but, in this ontext too, it an only hint at the kinds of resoures to whih people must turnto live a meaningful and satisfying life. The hoie is not between psyhiatri drugs and some other\therapy" but between psyhiatri drugs and all the resoures that life an o�er us.
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Chapter 1Psyhiatri Drugs - Muh Easier to StartThan to StopThe use of psyhiatri drugs has ontinued to inrease in reent years among all age groups, men andwomen, and members of minority groups. Soiety is beoming inreasingly dependent on presrip-tion drugs to solve psyhologial and soial problems. Drugs like Paxil and Ritalin are advertiseddiretly to the onsumer through magazines and newspapers. Other advertisements in mass mediaurge people to wonder whether they are su�ering from the latest popular psyhiatri disorder, oftenenouraging them to ask their dotors about a spei� mediation and sometimes o�ering a freesample. TV, news and magazines frequently paint rosy pitures of the latest \mirale drug". Innu-merable books ontinue to be written for the layperson extolling the virtues of psyhiatri drugs formyriad psyhologial or emotional problems in hildren and adults.Even psyhotherapists who favor \talking therapy" often reommend a visit to a psyhiatrist formediation, sometimes in the hope that these drugs will failitate their lients, progress or help themhandle painful and overwhelming emotions. Indeed, many therapists have been led to believe thatpsyhiatri drugs are required as part of the treatment of emotional problems suh as \anxiety" or\depression".Health maintenane organizations (HMOs) and other health are insurers enourage and some-times insist on the use of psyhiatri drugs as a supposedly heaper alternative to talking therapy.Physiians in almost every speialty - from surgery and obstetris and gyneology to pediatrisand family pratie - are quik to presribe psyhiatri mediations for problems suh as insomnia,anxiety, depression, obsessions and phobias, and even \stress".1.1 A Few Minutes That Can Beome a LifetimeIn todays prodrug environment, a dotor often takes only a few minutes to make an evaluation beforewriting a presription for an antidepressant, antionvulsant, antipsyhoti, or tranquilizer. But yourdeision to aept mediation may lead to a lifetime of drug use, inluding exposure to longtermharmful e�ets. Furthermore, whereas it was easy to �nd a dotor to start you on psyhiatri drugs,it may be very hard to �nd one who is willing to help you stop.When you start taking a psyhiatri drug, you may not experiene any serious negative e�ets.But what happens when you want to stop taking it? All psyhiatri drugs an ause problemsduring withdrawal. You also need to be aware of those unusual irumstanes when the abruptdisontinuation of a psyhiatri drug an produe potentially dangerous physial or psyhologialreations. 29



1.2 Reasons to Stop Taking Psyhiatri DrugsEven if you and your dotor don't realize it, the psyhiatri drugs that you are taking ould be ausingyou serious mental, emotional, or physial harm. Your dotor may fail to appreiate that some ofyour problems are being aused by the presribed mediation and, instead, mistakenly inrease yourdose or add another drug to your regimen. This presription yle - a ommon ourrene - ouldexpose you to inreased risks of adverse drug e�ets.When you redue or skip your mediation, you may experiene painful emotional or physialreations as the e�ets of your drug wear o�. This is due to drug withdrawal between the doses. Butif you don't realize that you are undergoing interdose withdrawal, you may wrongly assume that youwill always feel that unomfortable if you stop the mediation. Similarly your dotor may mistakenlyinsist that your disomfort is proof that you need to take more of the drug or additional drugs toontrol your disomfort.Some of us have relatives who are taking psyhiatri drugs. Often we wath with onern andfrustration as our husband or wife, or perhaps a parent, takes mediations that seem to be doingthem more harm than good. Meanwhile, millions of hildren are being presribed stimulant drugssuh as Ritalin and Adderall, and many other youngsters are being given adult psyhiatri drugsthat have never been approved for hildren, suh as Paxil, Catapres, Tenex, or Zyprexa. Parents areoften told that these drugs are very safe when in fat they an be extremely dangerous to a hild.Perhaps you an see yourself, a relative, or a friend in one of the stories that follow.\Amanda started taking Zoloft when she beame depressed during a period of onits atwork and in her marriage. After explaining that she had a `biohemial imbalane' in her brain,Amanda's psyhiatrist enouraged her to stay on antidepressants `inde�nitely'. But after threeyears on Zoloft, Amanda deided she didn't want to `take pills forever'."\Amanda skipped two days of Zoloft and `rashed'. It was like falling into a blak hole; shewanted to die. Perhaps unaware that withdrawal from antidepressants an ause depression,her dotor responded by writing a presription that doubled her original dose."\Amanda wanted to �nd another psyhiatrist who ould help her withdraw from the med-iation, but eah new dotor urged her to stay on Zoloft or to start another mediation. Soshe took matters into her own hands and tapered o� the Zoloft over a several-week period,fortunately without lapsing into depression."\As she beame drug-free, Amanda realized how stagnant her life had been during the timeshe was taking the mediation. The emotional pain of her onits at work and at home hadbeen dulled by the drugs, but her irumstanes and the quality of her life had not improved.She found a psyhotherapist who would help her to begin the proess of taking harge of herlife without drugs."\Robert had been taking one or another psyhiatri drug for ten years, inluding tranquil-izers like Xanax and Ativan, antidepressants like Proza and Paxil, and mood stabilizers likelithium and Depakote. He often found himself saying, `I don't feel like myself anymore'. Hewas even unsure what he would be like if he weren't on drugs. His daily experiene was one oftinkering with his biohemistry. His moods seemed to go up and down depending on how muhtime had transpired between doses. Although his diagnosis was hanged every year or two, hispsyhiatrist remained ertain that Robert had a geneti and biologial disorder that made himanxious and depressed. He assured Robert that he would need mediations for the rest of hislife. But Robert didn't like the idea of being forever dependent on drugs. He wished he hadsome guidane about how to stop taking them. But he ould not seem to make up his mindabout what to do."\Robert's indeisiveness was partly due to the mediations themselves. From alohol tostimulants to antidepressants, all mediations that a�et the mind tend to impair judgment,making it diÆult for people to know whether they are being harmed by the drug they aretaking. Most people are well aware that alohol an impair judgment. They know that friends30



who are `drunk' annot judge their ability to ompetently drive a ar or to ontrol their temperin a onit situation."\Eventually Robert sought help from a psyhiatrist known to be willing to help patientswithdraw from drugs. While Robert worked with a psyhotherapist who inluded his family inthe treatment, the psyhiatrist slowly withdrew Robert from the drugs he was taking. BeauseRobert had been using psyhiatri drugs for many years, it took him more than a year toomplete the withdrawal. But with a brain and mind free of drugs, Robert realized that hissuspiions had been orret. He was better able to manage his life and to ful�ll his potentialwithout mind-altering drugs. Although his life still had its ups and downs, it felt wonderful toknow that they were his ups and downs rather than those indued by drugs."\Pamela began taking an antidepressant, Elavil, thirty years ago when she was in her teens.She had been depressed as far bak as she ould remember and always laked on�dene inherself. Now she suspeted that years of taking the antidepressant had ost her some of hermental sharpness, espeially her ability to fous and onentrate. Her psyhiatrist, whom shesaw every few months to renew her presriptions, wanted to add Ritalin to her drug regimenfor what he deemed to be `adult attention de�it disorder'."\Pamela suspeted that her inreasing mental diÆulties were due to years of taking Elavilrather than to `adult ADD', so she tried on her own to stop taking the drug. Within twenty-four hours, she underwent the worst attak of `the u' in her entire life. She was overome withvomiting and diarrhea, her body ahed, her head felt as though it was aught in a vise, and adreadful sense of impending doom overame her."\Pamela experiened immediate relief upon restarting the Elavil. Her stomah and gutsettled down, her musles stopped ahing, the headahe and feeling of dread went away. Whatdid this mean? Did she have a bad ase of the u? Or did she need Elavil to keep her fromgoing razy? She alled her psyhiatrist who said she had probably ontrated a viral u. Heurged her to ontinue on Elavil. The next day Pamela looked up the drug on the Internet andfound out that `u-like' symptoms and depression are ommonly assoiated with withdrawalfrom Elavil and many other antidepressants."\With the help of a psyhotherapist who did not advoate psyhiatri drugs, Pamela wasable to plan a withdrawal that ended her dependene on the drugs she had been taking. Beauseshe had been using them for so many years, she spent several months tapering down her doses.To her relief, her mental sharpness gradually returned."\As she ame o� the drugs, Pamela began to disover the soures of her lifelong depression.Like many persistently depressed and anxious people, she had endured an extremely abusivehildhood. Many dreadful memories and painful feelings surfaed in therapy, but she was gladto be faing her history of abuse with a lear, more foused drug-free mind."\Pamela also joined an inest survivor group at her hurh. At �rst it was an at of faith- believing that a group of survivors ould help to enourage and empower her. But she foundthat sharing her experienes with them gave her new faith in herself and her ability to grow.Over time, Pamela gained great support from the hurh ommunity and from her rekindledfaith in God."\Marvin beame depressed during the beginning of his senior year of high shool. He did notthink that anything in his life was ausing these negative feelings, so he never sought ounseling.Hoping for mediation, he went to a psyhiatrist who diagnosed him as su�ering from `linial'and `biohemial' depression and put him on Proza. Within a few days, Marvin felt a `lift' inhis mood. The drug really seemed to work."\Within a few more weeks Marvin's somewhat shy personality began to undergo a dramatitransformation. He now felt `super-better than ever' and `very outgoing'. But his parentsbeame onerned about the hanges. He was sleeping too little, talking a mile a minute,wearing outlandish lothing, and losing weight. He also stopped studying and, wholly unlikehimself, skipped lasses on a whim."\Although the e�ets of Proza are desribed in the pakage insert that omes with thissubstane, as well as in the Physiians' Desk Referene, the psyhiatrist did not realize thatProza ould be ausing Marvin's symptoms of extreme energy and elation. Instead, the dotor31



hanged Marvin's diagnosis from `linial depression' to `mani depression' or `bipolar disorder'(severe mood swings). He told Marvin and his parents that Marvin was su�ering from a `geneti'and `biohemial' disorder. The dotor added lithium to the Proza and stated that Marvinwould have to stay on both drugs for the rest of his life."\During his �rst year of ollege, Marvin began to feel sluggish and lifeless. He also beganhaving trouble fousing his mind on his studies. He phoned his psyhiatrist and asked:"\Could the lithium or Proza be ausing me problems?"\No." the dotor said, \Sine you have a biohemial imbalane, the drugs improve yourmental funtioning".\During the summer break, Marvin sought help from another psyhiatrist who on�rmedhis suspiion that the drugs ould be suppressing his vitality and his mental proesses ratherthan improving them. The new psyhiatrist also informed Marvin that his episode of `mania'during high shool was probably aused by the Proza. Marvin felt betrayed by his previousdotor who had never mentioned this possibility to him or to his parents."\During the summer, Marvin was weaned o� both Proza and lithium. For the �rst timesine starting Proza, he felt `like myself' again."\Marvin also began psyhotherapy with his new psyhiatrist and quikly began sharingexperienes he had been previously ashamed to tell anyone. He realled that at the time hebeame depressed in high shool, he had repeatedly witnessed severe yelling and sreamingmathes between his parents that usually left his mother depressed and in tears. Marvin'spsyhiatrist helped him to understand how these family onits had played a prominent role inthe initial development of his depression. More reently several family therapy sessions with hismother and father helped Marvin to separate himself emotionally from their problems. Theyin turn sought help for themselves. Marvin did well emotionally and aademially withoutpsyhiatri drugs throughout the remainder of ollege."\Marjorie was having trouble oping with the isolation and stress of raising two hildren,as well as with her husband's extreme preoupation with `making money for the hildren'sfuture'. She felt so lonely and hopeless about her situation that she tried not to think aboutit during the day. Instead, she lay awake worrying at night. When she told her family dotorabout her `diÆulty sleeping' he presribed the tranquilizer Klonopin before bed eah night."\For the �rst few nights, Marjorie slept muh better. But within a few weeks, she washaving more diÆulty falling asleep and experiened inreased nervousness and tension uponawakening in the mornings. She beame short-tempered with her hildren and nearly violentwith her husband. He in turn feared that she needed to go to a mental hospital but knew thathe ouldn't a�ord to pay someone to take are of the hildren in her absene. It never ourredto either Marjorie or her husband that the `sleeping pill' ould be ausing or ontributing to heremotional upsets during the daytime."\Instead of explaining that Marjorie might be experiening `rebound anxiety' as the Klonopinwore o� eah morning, her dotor presribed yet another tranquilizer, Xanax, for her daytimedistress. He instruted Marjorie to take one or two tablets of Xanax three or four times a day for`anxiety', depending on how she felt. Like too many dotors, he may have not fully appreiatedthe dangers of these drugs, inluding `rebound anxiety' between doses."\Marjorie was now in a onstantly unstable emotional state. Shortly after taking eah Xanaxtablet, she would feel almer. But she would also feel lethargi and apatheti from the sedation.Sometimes she unintentionally fell asleep in the middle of the day while trying to are for herhildren. Then, as the drug e�et wore o� later in the afternoon, she would beome `hyper' andagitated. Sometimes she had `pani attaks' in between doses. Her memory was also a�eted,on a `bad day', she would lose trak of the number of Xanax tablets she had taken. No matterhow many sleeping pills she took, she never had a restful night and never felt refreshed in themorning."\By the time Marjorie sought help in withdrawing from these drugs, she had lost faith in herability to handle her life without mediation. Her weaning from the drugs over a several-monthperiod was ombined with psyhotherapy."\In therapy Marjorie learned more about the balane that she needed in her life between32



raising hildren and being with other adults in more intelletually stimulating ativities. Shevolunteered at hurh and then went to work and to shool part-time."\Marjorie's husband eventually agreed to join her in ouples ounseling. He learned thathe was very muh a part of Marjorie's problems in that he had emotionally abandoned his wifeand hildren in his e�orts to earn a living."\Andy's mom and dad didn't want to give him Ritalin. They believed that their hildwas normal and that with proper disipline and onsistent love he would outgrow his problemsadjusting to shool. But the shool psyhologist said that Andy su�ered from attention de�it-hyperativity disorder (ADHD). He warned that Andy would need speial lasses if he didn'tgo to a physiian to get Ritalin."\After a ten-minute disussion with Andy's mom, the family pediatriian presribed twodoses of Ritalin eah day, one before shool and one at lunh break to be given by the shoolnurse. Within a week, Mom notied that Andy was more `hyperative' than ever in the evening.Beause no one had warned her that Andy's brain might `boune bak' from the mediation,resulting in inreased hyperativity later in the day she thought that her son's ondition mustbe getting worse."\The pediatriian may not have known that Ritalin and other stimulants ommonly makehildren more agitated and exited as they wear o� in the evening. In response to a brief phoneall from Andy's mother, he added a late-afternoon dose of Ritalin for a total of three per day."\The third dose of Ritalin seemed to work. Aording to the afternoon babysitter, whenAndy got home from shool he took his Ritalin right away and then went upstairs to wath TVor to do his homework. But within a week, the parents disovered that Andy was staying upall night. Now the dotor added Dalmane as a sleeping pill."\One morning, Andy's mom and dad looked with dismay at their son at the breakfast table.Their hearts sank at the sight of the listless, sad-faed little fellow. They deided to stop all hismediations but didn't know how to go about it. After a onsultation with a seond pediatriianwho wanted to put Andy on another stimulant, Adderall, Andy's mom and dad deided to seekhelp from a dotor who was ritial of the pratie of giving stimulants to hildren and whosupported the parents e�orts to wean Andy from presription mediations."\The new pediatriian explained the various Ritalin withdrawal e�ets to both Andy andhis parents, enouraged them to stay in lose touh, and tapered the boy from Ritalin. As thedose was redued, Andy no longer needed the Dalmane to sleep. Within a ouple weeks, Andy'smom and dad felt that their hild had been restored to them."\Instead of sending Andy bak to the publi shool, his parents enrolled him in a smallprivate shool that prided itself in individualizing its programs to the needs of its students. Totheir joy the hild who `needed Ritalin' in the publi shool did �ne in the private shool fromthe very �rst day of lass. In retrospet, they were appalled at how lose they had ome tosubjeting their hild to years of drugging in order to make him onform to the loal shoolsystem."Nowadays the drug ompanies are marketing a whole new array of timed-release or long-atingforms of stimulant drugs (See Appendix A). While today Andy would probably have been presribedone of these, or perhaps Strattera, the outome for him would have remained unhanged. All stimu-lant drugs share essentially the same adverse e�ets. They work by produing short-term suppressionof spontaneous behavior, ombined with enforement of obsessive-ompulsive behavior, all of whihis then mistaken for an improvement. None of the drugs have any proven longterm e�etiveness,even in regard to the suppression of behavior. And none of them have been shown to improve ahild's learning, sholasti work, soial life or psyhologial outlook (see Chapter 2). In addition, thelonger-ating preparations have two disadvantages: First, they make it less bothersome to adults toadminister the drugs, thereby further enouraging their use, and seond, when an adverse reationdevelops, it will last longer beause the body annot as quikly rid itself of the drug. The readermay assume that these negative reations to psyhiatri drugs are rare, but, in reality they are quiteommon. Moreover, the harm they ause often goes unreognized or is attributed to something other33



than the mediations. The stories you've just read illustrate several potentially serious problems thatyou are likely to fae when you or a family member are presribed psyhiatri mediations;� You will probably not be given the information you need about a drug's negative e�ets beforemaking an informed deision about taking it. This lak of information will also make it morediÆult for you to reognize any adverse e�ets that develop after you start taking it.� If you do develop an adverse reation to the psyhiatri drug, your dotor may overlook it,deny that it is possible, or deide that you need more of the same or another mediation.� If you stop the psyhiatri drug abruptly serious withdrawal reations may follow. This outomemay lead your dotor to inrease the drug dose when, in fat, you need to withdraw from itmore gradually.The above stories also illustrate some important aspets of the drug withdrawal proess that yourdotor may fail to ommuniate to you:� Probably the most ommon mistake made by dotors and patients is to withdraw the psyhiatridrug too rapidly. Espeially if you have been taking mediation for several weeks or more, orif you are taking large doses, it is almost always preferable to withdraw slowly.� Even though many people manage to stop taking most kinds of psyhiatri mediation withoutdiÆulty keep in mind the possibility that you may undergo severe emotional and physialreations as you attempt to stop.� When attempting to wean yourself from psyhiatri drugs, you need to pay lose attention toyour emotional reations. You will also bene�t from a support network of family and friendswho understand what you are going through. Often, therapy or ounseling an help you withunderlying problems that may resurfae as you start to beome drug-free. Therapy an alsohelp you with any problems that have developed as a result of your taking the drugs.1.3 How This Book Can Helpif you are onsidering taking a psyhiatri drug but remain unsure about doing so, this book anprovide the information you need to make up your mind. For instane, you may be wondering whetherthe use of mind-altering drugs is the wrong way to go about handling stress, onit, or psyhologialproblems. You may be onerned about beoming dependent on drugs in a way that underminesyour self-on�dene. Or you may have read or been told many good things about psyhiatri drugsbut wonder if the laims are exaggerated or if there is a hidden downside. All of these irumstanes,and more, are onsidered in the hapters that follow.This book an also be of use if you are onerned about stopping psyhiatri drugs. Even if youfeel that mediations have improved your life, you may eventually want to beome drug-free. Youmay wonder if the improvement you felt after taking a drug was due to your own personal e�ortsrather than to any drug e�et. You may sense that there is a ost to taking drugs - a dulling ofyour emotions, a slowing of your thinking proesses or memory, a lakluster attitude toward life ingeneral.Perhaps you also want to stop taking psyhiatri drugs in order to feel in ontrol of yourself ratherthan at the mery of a mediation, to properly assess your mental state while free from mind-alteringsubstanes, to tap your deeper psyhologial resoures, and to de�ne for yourself the kind of life worthliving and to go after it with a learer brain and mind. You may feel that taking psyhoative drugs34



isn't onsistent with the healthier, less arti�ial lifestyle that you desire. This book will enourageyou to make the hanges that you want to make.Without attributing your problems to your drug intake, you may be su�ering from one or moreof the many symptoms that are identi�ed in Chapter 4 as ommonly aused by psyhiatri drugs,inluding poor memory or onentration, headahes, blurred vision or other diÆulties with reading orseeing, insomnia, stomahahes, problems with bladder or bowel funtion, sexual problems, exessiveweight loss or gain, fatigue and lethargy, lak of oordination, tremors or lumsiness, irritability,impatiene, anxiety, and depression. Alternatively, you may have developed a faial ti or musletwith that ould possibly worsen and beome permanent.Perhaps you want to understand why you have been feeling worse in some ways sine starting onertain psyhiatri drugs. Could the drugs themselves be making you emotionally dull or blunted,hypersensitive, uninterested in sex or other pleasures, withdrawn from loved ones, or stressed? Indeed,many adverse drug e�ets are diÆult to distinguish from emotional problems. This book an helpyou deide whether the drugs, rather than your psyhologial diÆulties, are responsible for makingyou feel worse.Or perhaps your dotor wants you to stay on ertain mediations while trying higher doses or newombinations, but you suspet that stopping the drugs is the only way to �nd out if they're doingmore harm than good. In fat, stopping is often the only way to disover that psyhiatri drugs havebeen the soure of your persistent symptoms. This book an help you and your dotor reah thedeision to ome o� drugs in order to more aurately evaluate their e�ets.You may have tried to stop taking psyhiatri drugs in the past and failed beause of your emo-tional or physial response in the days, weeks, or even months afterward. You will learn in this bookthat your reations might have been aused by drug withdrawal rather than by your psyhiatri orpsyhologial problems.1.4 More Reasons to Stop Taking DrugsYour dotor may have heard or read that taking psyhiatri drugs is supposed to help in psyhother-apy by making it easier for patients to handle their feelings and to ommuniate. The authors'experiene is very di�erent. We have found that psyhiatri drugs suppress feelings and estrangepeople from themselves. This makes it more diÆult to explore, identify, and hannel emotions.Weaning o� psyhiatri drugs an improve your ability to bene�t from any personal or eduationalrelationship, inluding therapy.You may have been taking drugs for a long time and an no longer tell if they are doing muhgood. Very few studies show a positive e�et from psyhiatri drugs beyond more than four to sixweeks of duration. Important reent studies reviewed in David Cohen's introdution reveal thatless than a third of people taking drug treatments for depression, shizophrenia, or bipolar disorderexperiene sustained remissions even after two years of treatment. Furthermore, there is too littleinformation available about drugs' long-term dangers1.Even if you don't plan to ompletely stop taking psyhiatri drugs, you may want to ut bak to theminimum e�etive dose for you. Psyhiatri drugs are often given in doses that exeed reommendedor approved levels, thus substantially adding to their dangers. Similarly, you may wish to reduethe number of psyhiatri drugs that you are taking. Too often dotors presribe psyhiatri drugsin dangerous ombinations. And sine very few drugs have been tested or approved for use inombination with others, you essentially beome an experimental subjet when given two or more1The short duration of studies involving psyhiatri drugs, and the sarity of long-term studies of adverse e�ets,are disussed in Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄) and Breggin & Breggin (1994 [53℄).35



psyhiatri drugs at the same time. Meanwhile, it is ommonplae for patients to get worse and worse,while inreasing numbers of drugs are being presribed, without any question from their dotors asto whether the drugs themselves have beome the problem.Dotors often tell patients not to worry about adverse drug e�ets beause they are being pre-sribed \small doses" of the drug. But keep in mind that people vary enormously in terms of howsensitive they are to drug e�ets. Thus you ould have a serious, even life-threatening reation to arelatively small dose of a drug.Although you may often have wanted to stop taking psyhiatri drugs, you may realize thatthere an be dangers involved in doing so. Evidene suggests that all psyhiatri drugs an produewithdrawal reations. Some of these may be quite distressing or even disabling. In most ases,psyhiatri drugs should be withdrawn slowly, preferably under experiened linial supervision and,espeially, with areful attention to how you are feeling and reating to the hange.During pregnany and breast-feeding, women should make every possible e�ort to stop takingpsyhiatri drugs in order to avoid harming the fetus or baby. All psyhiatri drugs have the apaityto ross what is alled the blood-brain barrier in order to enter the brain. The same apaity enablesthese drugs to ross the plaenta to irulate in the fetal bloodstream and, from there, to enterthe unborn infant's brain. Similarly psyhiatri drugs enter the mothers milk and thus also a�etthe nursing infants brain. Also, antidepressants ause distint withdrawal and distress reations inneonates whose mothers were mediated during the last trimester of pregnany. Aordingly, allpsyhiatri drugs an impair the brain funtion of both the fetus and the nursing infant. Althoughfew studies have attempted to measure any potential lasting e�ets on the brain that may result fromthis early drug exposure, enough is known in the �eld of developmental neurotoxiity that parentsshould be warned to avoid taking psyhiatri drugs during pregnany and while nursing (Vitiello,1998).In addition, some psyhiatri drugs are known to ause obvious physial abnormalities as a resultof fetal exposure. For example, women who take lithium or Depakote during pregnany exposetheir infants to an inreased rate of heart defets. Information about known birth defets aused byindividual psyhiatri drugs an be found in many standard soures, inluding the Physiians' DeskReferene.This book provides a review of the withdrawal reations assoiated with individual psyhiatridrugs and desribes methods for oming o� them as safely as possible.1.5 If Someone You Care About Is Taking Psyhiatri DrugsYou may initially have enouraged your husband or wife to take psyhiatri drugs to ombat apsyhologial or emotional problem. Perhaps your dotor said that lithium or Depakote would\smooth out" your spouses moods and make him or her easier to live with. Or perhaps you wentalong with having stimulants presribed for behavioral ontrol of your hild. But, then, after afew weeks or months of apparent improvement, you have begun to notie negative hanges in thisindividuals behavior.The drugs may seem to be making your loved one less sensitive, less in touh, less interested inenjoying the ompany of friends and family even less loving. He or she may seem more ranky ordistant. In some instanes, espeially when medial supervision has been inadequate, people havedeveloped toxi psyhoses - severe drug-indued states of brain dysfuntion with loss of touh withreality and bizarre behavior.Too often dotors dismiss warning signs, suh as ommuniations from the family that the patient\isn't ating right", \seems more irritable and impatient", or is \getting quiet and withdrawn".36



Failing to stop the o�ending drug at the earliest signs of an adverse emotional reation an lead todisastrous onsequenes suh as a severe drug-indued personality hange or psyhosis. Drugs suhPaxil, Proza, E�exor, Zoloft, Xanax, Strattera, and Ritalin have been impliated in many ases inproduing or aggravating depression, suiidal ideation, and aggressive behavior2.Perhaps you are a shool teaher whose students have been taking Ritalin or other stimulant drugs.Shool poliy enourages you to reommend diÆult hildren for referral for evaluation and possiblemediation. Although some of the hildren do beome quieter and easier to manage on mediation,the \sparkle" seems gone from their eyes. They look vaant or dulled. What is being sari�ed forthe onveniene of the shool? You need more fats about what the drugs are really doing to thesehildren.Alternatively you might be a health professional, suh as a pediatriian or psyhologist, who hasbeen involved with diagnosing or presribing drugs for hildren or adults. You've always taken forgranted what you've read or been told about how safe and e�etive they are, but your own linialexperiene is raising doubts. Could you have been misled by the drug ompanies and the \experts"?You wish you had more information about adverse e�ets and tehniques for helping your patientsor lients withdraw from mediation. With the possible exeption of the more notoriously additivedrugs, suh as tranquilizers like Xanax and Valium, even medial dotors are rarely taught muhabout how to help their patients withdraw from psyhiatri drugs.Soures that advoate the use of psyhiatri drugs are readily available in libraries and bookstores,so we shall not take up spae here by repeating the standard arguments in favor of them. Rather,we believe that the bene�ts of psyhiatri drugs are vastly exaggerated, that their disadvantages aretoo often minimized, and that there is far too little information about how to stop taking them.This book is, in fat, the �rst and only one to fous on the overall problem of why and how tostop taking psyhiatri mediations. We are not, however, trying to onvine anyone not to takepresription drugs. We are simply providing a more ritial viewpoint than is readily available.For more thoroughly doumented ritiques of biologial psyhiatry and psyhiatri drugs, see thefollowing: Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄); Breggin and Breggin (1994 [53℄); Cohen (1990[107℄, 1994 [108℄, 1997a [92℄); Fisher and Greenberg (1989 [153℄, 1997 [156℄); Jaobs, 1995 [211℄;Mender, 1994 [275℄; and Mosher and Burti, 1994 [290℄.1.6 An Independent DeisionChoosing whether or not to take psyhiatri drugs should be an independent, personal deision. Lawand ethis support the right of ompetent adults to make suh a deision.In reent years, the virtues of psyhiatri drugs have been widely extolled, but an informed deisionan be made only when people also have aess to both a more ritial view of drugs and a frankanalysis of their hazards. The law also supports the right of people to be fully informed aboutpotential hazards before agreeing to a dotor's reommendation for a drug.Ideally, withdrawal should be a ollaborative e�ort involving the individual who wishes to stop themediation, a ompetent onsultant or therapist, and family or friends when neessary. Of ourse,many patients stop taking psyhiatri drugs on their own. In fat, whereas many dotors enouragepatients to take drugs for seemingly endless periods of time, most patients stop on their own. Oftenthey do so without any diÆulty. But sometimes they run into serious withdrawal problems.It an be diÆult to predit who will have an easy time and who may experiene profound23 3. Cases of violene and suiide related to psyhiatri drug e�ets are desribed in Breggin and Breggin (1994[53℄) and Breggin (1997a [55℄). Moreover, Peter Breggin has testi�ed in a number of legal ases involving harmful ordangerous behavioral reations assoiated with drugs suh as Proza, Zoloft, Xanax, Klonopin, and Ritalin. Examplesof legal ases are listed on www.breggin.om. 37



distress during drug withdrawal. However, linial experiene on�rms that the larger the doses andthe longer the exposure to the drug, the more distress you an expet during withdrawal.Stopping the long-term use of \antipsyhoti" drugs suh as Risperdal and Zyprexa an be emo-tionally and physially diÆult and should be done very slowly with a great deal of soial support.Stopping the long-term use of lithium an lead to severe emotional reations, inluding mania. Stop-ping the short-term use of minor tranquilizers, suh as Xanax, Klonopin, Valium, and Ativan, anause anxiety agitation, insomnia, or even seizures. And stopping almost any antidepressant, inlud-ing the newer ones, an lead to depression and even suiidal feelings.This book reviews the hazards of psyhiatri drugs in general, examines the potential withdrawalreations from most lasses of psyhiatri drugs urrently in use, and makes spei� suggestions onhow to withdraw as safely as possible. It onludes with a disussion of how you and your therapistan handle emotional rises without resort to drugs.Do not let anyone pressure you into starting or ontinuing psyhiatri drugs. As a ompetentadult, you have the ethial and legal right to make your own deisions about taking psyhiatridrugs. You also have the legal right to be ompletely informed in advane about the dangers of anypsyhiatri drug, inluding its withdrawal e�ets.No matter how many dotors favor one or another psyhiatri drug, you an and should deide foryourself. Your deisions about taking or rejeting drugs need to be made without oerive pressurefrom dotors and in the absene of exaggeration, misinformation, and deeption.Similarly, don't let anyone push you into stopping psyhiatri drugs before you're ready. Thisdeision, too, has to be your own. If you have already begun to withdraw from drugs, don't letanyone hurry you. You are the best judge of how muh you an handle during drug withdrawal, andyou have the right to go at your own pae.
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Chapter 2The Limits of Psyhiatri DrugsPharmaeutial ompanies and organized psyhiatry have onduted a worldwide ampaign to on-vine ever greater numbers of people to take psyhiatri drugs. At the 1998 annual meeting of theAmerian Psyhiatri Assoiation, an alliane of \mental illness advoates" announed the resultsof its international survey: Two-thirds of people \with psyhiatri disorders" often wait two to �veyears or more before seeking treatment. This survey was funded by a grant from Bristol-MyersSquibb Company whih manufatures both an antidepressant and an antianxiety drug1. The resultswere presented and disussed at the world's most prestigious psyhiatri meeting by professors fromHarvard Medial Shool, the New York University Medial Shool, and the University of Toronto.The survey unintentionally on�rmed a major reason that so many people don't seek treatment:The treatment frequently does more harm than good. More than 50 perent of patients drop outof psyhiatri drug treatment \due to side e�ets", inluding drug-indued \sleep problems, anxietyand agitation, and sexual dysfuntion". These results on�rm the obvious limits of drug treatment;yet the survey diretor announed the need for a \worldwide" ampaign to enourage more peopleto seek psyhiatri treatment. A more reent survey found that 42 perent of Amerian adultspresribed an antidepressant between 1996 and 2001 stopped taking it within one month; only 28perent remained on the drug past three months (Olfson et al., 2006 [295℄).The National Institute of Mental Health (NIMH) and pharmaeutial ompanies have been plainginreasing emphasis on marketing psyhiatri drugs to hildren2. Consistent with this strategy thesurvey urged \aggressive treatment in hildhood and adolesene". Children, of ourse, have lesspower than adults to rejet the drugs, no matter how bad the adverse e�ets beome.Claims that \mental illness" is aused by \biohemial imbalanes" is the major publi relationsthrust of urrent drug promotion. In magazine advertisements and during onsultations with dotorsin their oÆes, potential patients are repeatedly told that psyhiatri drugs \work" by orretingknown \biohemial imbalanes" in the brains (Laasse and Leo, 2005 [237℄). Media reports treatthese laims as the gospel truth, and the Amerian Psyhiatri Assoiation reports that 75 perentof Amerians believe in them (APA, 2005 [7℄). What is the basis for them?2.1 How We Learn What Drugs DoDuring the FDA approval proess, new drugs are �rst tested on healthy animals to see if they havee�ets similar to those already in use, suh as other antidepressants or stimulants. They are sorted1PRNewswire, 1998 [312℄. The group referened in the bibliography is the Global Alliane of Mental IllnessAdvoay Networks (GAMIAN).2This marketing strategy is desribed by Tanouye (1997) and by psyhiatrists Vitiello and Jensen (1997). It is alsoreviewed in Breggin (1998a [57℄, h. 15). 39



out for future testing on humans on the basis of how they a�et animals. Thus, if they ause lossof appetite, weight loss, and hyperativity in animals, they will be tested on people as \stimulants"or perhaps as \antidepressants", and if they produe a alming e�et, slowed reexes, and sleep inanimals, they will be tested on people as sleeping pills or tranquilizers.After being sreened for their e�ets on animals, the drugs are tested on healthy volunteers tomake a gross estimate of safety and to determine the doses needed to ahieve a therapeuti impat.Only then are they tried on spei� diagnosti groups of patients. The drug e�ets, whih are thesame in healthy animals, healthy volunteers, and diagnosed psyhiatri patients, result from thedrugs, impat on these animals, volunteers, and patients.The proess of testing drugs for FDA approval thus on�rms, step by step, that psyhiatri drugshave the same e�ets on healthy animals, healthy people, and patients with psyhiatri diagnoses.2.2 How Current Drugs A�et Animals and PeopleNot all drugs were �rst disovered through the proess of sreening their e�ets on animals. Some-times the e�ets were aidentally disovered in people. Nonetheless, it turns out that the drugshave the same e�ets on healthy animals and volunteers as on patients.For example, so-alled antianxiety drugs suh as Xanax, Ativan, and Klonopin have the samealming e�ets on healthy animals and volunteers as on anxious people. As the dose inreases, thesedrugs will put all reatures to sleep and eventually into a potentially fatal oma. The drugs alsobring about the same adverse e�ets, suh as memory loss, in healthy animals, healthy volunteers,and diagnosed patients.Stimulants also a�et animals and people in the same harateristi ways. They produe \goodaged rats" muh as they produe \good shool hildren"3. The drugged animals, like ompliantshool hildren, lose their motivation to explore, to innovate, to soialize, and to esape. Instead,they sit around in their ages performing meaningless tasks, suh as repetitive grooming or hewingon the bars.Even antipsyhoti agents have the same e�ets on animals and people alike, produing apathy,indi�erene, doility, and movement disorders in all reatures4.2.3 Can We Test for Biohemial Imbalanes?Beause of ethial and legal restraints, researhers annot ondut studies that are ertain to ausebrain damage in human subjets. For example, they are not allowed to implant eletrodes or to injetminute amounts of drugs into the brain tissue of living patients to test the e�ets of experimentaldrugs. Beause there is no other way to do it, the basi biohemial researh on drug e�ets isarried out on animals rather than on humans. Most of the information about a psyhiatri drugsbiohemial e�et is dedued from onduting tests on living animal brains or, more often, fromkilling the animals in order to study their brain tissue following exposure to drugs. Furthermore, theanimals almost never have anything wrong with them, the drug e�ets are being studied in healthymammalian brains.In short, when explaining how a psyhiatri drug like Proza or lithium a�ets the biohemistryof the human brain, researhers are drawing almost entirely on animal researh onduted on normal3Breggin (1998a [57℄). See also Chapter 3 for a disussion of Ritalin.4Doumented in Breggin (1983a [46℄, 1997a [55℄) and Cohen (1997a) [92℄.40



mammalian brains rather than from studies involving people with supposed biohemial imbalanesin their brains!The onept of biohemial imbalanes in people diagnosed with depression, anxiety, or other\disorders" remains highly speulative and even suspet. Although we have ample reason to doubtthe validity of this onept, there is at present no way to prove its validity. Spei�ally, we lakthe tehnial apaity to measure biohemial onentrations in the synapses between nerve ells.Although mediation advoates often speak with seeming on�dene about how psyhiatri drugsan orret biohemial imbalanes in the brain, they are merely indulging in pure speulation orusing �gures of speeh that they know will resonate with their audienes. Theres little evidene forthe existene of any suh imbalanes and absolutely no way to demonstrate how the drugs woulda�et them if they did exist.
2.4 Causing, Not Curing, Biohemial ImbalanesAs on�rmed in animal researh, all psyhiatri drugs diretly a�et the brain's normal hemistryby disrupting it. Ritalin, for example, is known to produe overativity in three of the brain'sneurotransmitter systems: dopamine, norepinephrine, and serotonin. However, the fat that a druginreases brain ell ativity by no means indiates that it will inrease behavioral ativity.In the ase of stimulants suh as Ritalin or amphetamine, the e�ets on people are very omplex,variable even in the same user at di�erent times, and sometimes inonsistent. Often these drugssubdue or numb those who take them, making them more doile and manageable. This is preiselywhy they are used to treat behavior problems in hildren. At other times, however, stimulantsprodue opposite e�ets, making some hildren and adults hyperative and impulsive.Proza, Zoloft, Paxil, and Luvox produe hyperativity in the serotonin system; but sine sero-tonin nerves spread throughout the entire brain, the e�ets are widespread and ultimately involveother neurotransmitter systems suh as dopamine. The minor tranquilizers, suh as Xanax, Valium,Klonopin, and Ativan, produe hyperativity in yet another neurotransmitter system, GABA; butGABA ativation produes a suppressive e�et on the overall funtioning of the brain.It is important to keep this in mind: The brain is always impaired by psyhiatri drugs5. If a drugis strong enough to have a supposedly positive e�et, then it is disrupting normal brain funtion.Although this onlusion may seem ontroversial, it is supported by ommon sense and an enormousamount of sienti� researh detailing the biohemial imbalanes in the brain reated by psyhiatrimediation6. These drug-indued biohemial imbalanes ommonly ause psyhiatri disorders inroutine psyhiatri pratie. An egregious example of how far researhers an go to deny damageaused by psyhotropi drugs is illustrated by a report in whih researhers found gliosis - sarringtissue around neurons that is a hallmark sign of ell death and degeneration - in healthy rhesusmonkeys after they reeived antipsyhoti drugs. The researhers nonetheless proposed that gliosis\may be bene�ial to ortial funtion despite the negative onnotation of the term `gliosis' due tolong-established assoiation with neurodegenerative proesses" (Selemon et al., 1999 [338℄)!5This onept - that psyhiatri drugs always impair brain funtion - is explained in detailed medial terms inBreggin (1997a [55℄, h. 1).6Con�rmation that all psyhiatri drugs disrupt biohemial proesses in the brain an be found in summary formfor most drugs in almost any psyhiatri or psyhopharmaologial textbook. Euphemisms suh as enhaning orativating may be used in suh books, but the reader should be able to asertain that in eah ase a measurablehange in the brains normal funtion is involved. 41



2.5 More Flaws in the Myth of Biohemial ImbalanesEven if some emotional problems turned out to be aused by subtle, as-yet-undeteted biohemialimbalanes, this �nding would not be a rational justi�ation for using any of the psyhiatri drugsthat are urrently available. Beause they impair normal brain funtion, suh drugs only add toany existing brain malfuntion. When psyhiatri drugs are given to patients who do have knownbrain dysfuntions suh as head injury or hormonal disorder, psyhiatri drugs add to their braindysfuntion, frequently ausing further mental deterioration. Experiened liniians who work withbrain-injured patients, for example, avoid presribing brain-altering hemials to them. And en-dorinologists try to orret atual hormonal problems instead of suppressing their symptoms withpsyhiatri drugs. Unfortunately the psyhiatri literature is also replete with examples of the oppo-site pratie, presribing multiple psyhiatri drugs to persons with traumati brain injuries, despitea dearth of evidene that these treatments redue behavioral problems in suh patients.If psyhiatri drugs ould orret spei� biohemial imbalanes, spei� types of drugs for spei�disorders would be available. But this is not the ase. For example, even though Proza mainly a�etsjust one neurotransmitter system, it is used with supposed suess for a broad range of diÆulties,from anxiety to depression to behavior problems in hildren. The same has been true of otherpsyhiatri drugs. Even the �rst \antipsyhotis", suh as Thorazine, were originally marketed fornearly every possible human problem, from behavioral diÆulties in hildren to insomnia and anxietyin adults, as well as for a variety of supposed psyhosomati disorders, inluding skin and digestiveproblems. Similarly, the stimulants, suh as Ritalin and amphetamine, were originally advertised notonly for behavioral ontrol of hildren but also for stress and depression - and even for energizing oldpeople.Furthermore, many psyhiatri disorders are treated with a variety of drugs with widely vary-ing biohemial e�ets. The treatment for depression, for example, involves drugs that a�et theserotonin, norepinephrine, aetylholine, dopamine, and GABA systems.No psyhiatri drug has ever been tailored to a known biohemial derangement. Instead, thedrugs are marketed on the basis of whether they \work" in short linial trials on one partiulardiagnosti group - although subjets in that group typially arry other diagnoses as well and mayhave little in ommon with eah other (Cohen and Jaobs, 2007 [106℄). The drug ompanies, followedby drug advoates, then onstrut an argument that the mediations must be orreting a biohemialimbalane in this group of patients.At the same time, no biohemial imbalanes have ever been doumented with ertainty in as-soiation with any psyhiatri diagnosis. The hunt goes on for these elusive imbalanes; but theirexistene is pure speulation, inspired by those who advoate drugs7.2.6 Anesthesia of the SoulArguing that psyhiatri drugs \work" by orreting a biohemial imbalane in patients is similar toarguing that surgial anesthesia renders patients unonsious by orreting a biohemial imbalanein them. The omparison is not farfethed. Some psyhiatri drugs, suh as the benzodiazepines,an be and are given in higher doses to produe surgial anesthesia. And the original \antipsyhoti"drug, Thorazine, was �rst used by a Frenh surgeon who notied that it was useful in making surgial7Within the privay of professional writings, various experts in the �eld agree that no biohemial abnormalitieshave been demonstrated in psyhiatri disorders. Textbooks are �lled with speulations, often speifying severalpotential biohemial mehanisms, but in no ase an they laim that suh speulations have been proven. Indeed,the textbook hapters usually onlude with an admission that nothing has been proven but that \breakthroughs" areantiipated. 42



patients indi�erent or apatheti toward the pain that they were undergoing8. There is also evidenethat the SSRIs may produe a partiular sort of emotional blunting, apathy, and unonern (Barnhartet al., 2004 [29℄; Garland and Baerg, 2005; Hoehn-Sari et al., 1990 [203℄; Obproek et al., 2002).Sienti� evidene an be marshaled to support the hypothesis that most psyhiatri drugs \work"by produing a kind of anesthesia of the mind, spirit, or feelings (Breggin, 1991 [49℄, 1997a [55℄).2.7 What Does \Improvement" Mean in the Context ofPsyhiatri Drugs?If a person falls asleep more quikly due to the hemial e�ets of a sleeping pill suh as Ambien orbeomes more alm after taking a tranquilizer suh as Valium, the e�et is due to a suppression ofbrain funtion. The impat of the drugs, in fat, is very similar to that of alohol. All three agents- Ambien, Valium, and alohol - ativate an inhibitory system in the brain alled GABA. Thisinhibitory system, when made hyperative by a drug, auses varying degrees of brain suppressionthat, following high enough doses, will produe sleep and then oma. The abnormalities aused inthe GABA system an be studied in animal brains. Various abnormalities in brain waves in humansdemonstrate how the drugs disrupt normal awake/asleep patterns in people, regardless of whetherthey have a sleep problem or anxiety.Similarly, in ases where an individuals mood swings seem to be \smoothed out" on lithium, thedrug has suppressed the normal eletrial transmission of brain ells, limiting the individuals apaityto feel or to reat. Lithium literally replaes basi elements in the brains eletrial transmissionsystem, inluding sodium and potassium ions, thereby slowing down nerve ondution. This intrusionprodues a grossly abnormal ondition in any animal or person quite apart from any supposedbiohemial imbalane.When a person's emotions are altered by drugs, the e�et is not limited to the emotion-regulatingenters of the brain. Indeed, sine the brain is a highly integrated organ, and sine the drugsause widespread disruptions within it, emotional su�ering annot be dulled without harming otherfuntions suh as onentration, alertness, sensitivity, and self-awareness9.2.8 The Limits of Psyhiatri Drugs in GeneralDespite a hugely suessful promotional ampaign by drug ompanies and biologial psyhiatry, thee�etiveness of most or all psyhiatri drugs remains diÆult to demonstrate. The drugs often proveno more e�etive than sugar pills, or plaebos10 - and to aomplish even these limited positiveresults, the linial trials and data that they generate typially have to be statistially manipulated.Furthermore, no psyhiatri drugs have onsistently demonstrated e�etiveness in studies lastingmore than a few weeks or months11.Conerning antidepressants, for example, meta-analyses (overviews) of hundreds of published lin-ial trials are hallenging the idea that suh drugs, inluding Proza, have any genuine antidepressant8Cohen (1997b) [93℄ desribes the �rst use of Thorazine as a surgial anestheti in Frane in the early 1950s.9In addition, Jaobs and Cohen (1999) [212℄ show how linial trials of psyhiatri drugs deliberately ignore variouswide-ranging or persistent impairments in patients sensitivity and self-awareness, by fousing exlusively on \improve-ments" in a few target symptoms from a behavior heklist.10See Fisher and Greenberg (1997 [156℄, 1989 [153℄) and, more reently Antonuio et al. (1999) [14℄. The lak ofe�etiveness of psyhiatri drugs is also disussed in Breggin (1997a [55℄, 1998a [57℄) and Breggin and Breggin (1994[53℄).11This point is further disussed below and in Chapter 3.43



e�et (Horgan, 1999 [204℄). Studies show that at least 80 perent of the antidepressant e�et is aplaebo e�et - the positive response that people have to any treatment that they hope or think willwork. But the remaining 20 perent of the positive result may be aused by the \ative plaebo"e�et - whih is related to the fat that the antidepressants, unlike plaebos, have notieable sidee�ets that onvine the subjets that they are getting \strong" or \real" mediine.Ideally, linial trials involving drugs are \double-blind", so that both the researhers and thepatients are unaware of who is getting the real drug and who is getting the plaebo. This researhdesign is supposed to maintain the objetivity of both the investigators and the patients. Otherwise,both are likely to give higher ratings of improvement to the new \mirale drug" than to the sugarpill.Unfortunately the ideal of the double-blind is rarely attained. The side e�ets of psyhiatri drugs- inluding antidepressants, stimulants, and tranquilizers - are usually very notieable. In short,they let the investigators and the patients know who is taking a real drug rather than a sugar pill.This knowledge destroys the double-blind and allows bias in favor of the drug to a�et the outomeof drug studies12. Still, despite these advantages in favor of drugs, reent linial trials of SSRIantidepressants onsistently show these drugs to be equaled or outperformed by plaebos (Cohenand Jaobs, 2007 [106℄).Regarding antianxiety drugs suh as Xanax, researhers have even greater diÆulty establishingany e�etiveness beause the rebound and withdrawal e�ets often leave the patients worse o� thanbefore they started taking the drugs. Marginal positive results are erased by the eighth week, at whihtime many or most patients experiene more anxiety than before they began taking the drugs13.Psyhostimulants, suh as Ritalin and Adderall, an also leave hildren worse o� than before theybegan reeiving the drugs. In addition, they have never been shown to have any long-term positivee�ets at all. Their impat is limited to subduing the behavior of hildren for a period ranging fromseven to twelve weeks. Even in the short term, stimulants have not been shown to improve a hild'smental state, aademi performane, or learning. Presription of these drugs is stritly a method forshort-term behavioral inhibition14.2.9 The Limits of Drugs for Helping in Emotional CrisesDespite their almost universal use as a �rst resort, often the use of psyhiatri drugs is justi�ed asa \last resort" or as a means of \saving a life" from suiide or violene. Yet there is no sienti�evidene that drugs are useful to people during aute emotional rises. The testing employed for theapproval of psyhiatri drugs by the FDA usually exludes people who are suiidal or violent15. And,in any ase, the FDA has never approved a drug spei�ally for the prevention or ontrol of suiideor violene.More generally there is no onvining evidene that any psyhiatri mediation an redue thesuiide rate or urtail violene. But there is substantial evidene that many lasses of psyhiatridrugs - inluding neuroleptis (antipsyhotis), antidepressants, stimulants, and minor tranquilizer -an ause or exaerbate depression, suiide, paranoia, and violene.12For a disussion of plaebo e�ets in linial trials involving antidepressants, as well as the ability of investigatorsto break the double-blind by �guring out who is taking ative mediation, see Breggin (1991 [49℄, 1997a [55℄), Fisherand Greenberg (1989 [153℄, 1997 [156℄), and Kirsh and Sapirstein (1998) [230℄.13Evidene that antianxiety drugs atually worsen the ondition of patients an be found in Breggin (1991 [49℄),Jaobs (1995) [211℄, and Marks et al. (1989) [265℄.14See Breggin (1998a [57℄) for a detailed review of the literature on Ritalin. See also Swanson (1993) [357℄ for similaronlusions from within the establishment onerning Ritalin's limited e�etiveness.15Breggin, 1997a [55℄, desribes the kinds of studies used for drug approval. More spei� information onerningProza as a model drug an be found in Breggin and Breggin, 1994 [53℄.44



Most people are aware that psyhiatrists ommonly tell their patients, \It an take eight weeksor more for the drug to take full e�et". Yet there is little evidene in support of this assertion,given that linial trials seldom last beyond four to six weeks. Beause the brain ompensates fordrug e�ets, drugs often stop hating their antiipated e�ets after four to six weeks. Moreover, manypatients drop out after a few weeks beause of diminishing positive e�ets and inreasing adversee�ets, so there aren't enough left to draw any statistial onlusions beyond the short term. Thusit's very diÆult to ondut a linial trial that will last for more than a few weeks16.It's also diÆult to show any good e�et from psyhiatri drugs during the �rst one or two weeks.This is another reason that drugs should not be relied upon to provide immediate relief to peoplewho are in risis or aute distress. For example, the FDA requires antidepressants to arry a warningabout the danger of suiide during the �rst few weeks before the drug e�et kiks in. The warning ismisleading, however, sine there's no evidene that the antidepressants redue the suiide rate evenafter they ahieve their maximum e�et.Movies about mental hospitals or psyhiatri treatment sometimes aurately depit how psyhi-atri drugs an turn people into zombies. In \The Dream Team", a omedy starring Mihael Keaton,mental patients suessfully masquerade as dotors. The patients manage to esape by presribingenfored mediation for the psyhiatrists themselves, who are last seen staring in a drugged stuporat the TV on a hospital ward.To some extent, at least, this zombie e�et an render people temporarily unable to harm them-selves or others. For instane, \antipsyhoti" drugs, whih an be injeted into the musles toquikly subdue resistant patients, are used in this way in emergeny rooms, hospitals, and prisons.The resistant patients are hemially ontrolled by the numbing e�et on the brain. This proedurehas aurately been alled a \hemial lobotomy". \Antipsyhoti" drugs also suppress the brainenters that ontrol voluntary movement, rendering the person unable to respond with any speed,agility or determination-thus warranting the desriptive phrase \pharmaologial straitjaket"17.The use of suh drugs should be viewed not as \therapy" but as hemial restraint - as a seeminglyeasy, inexpensive, and eÆient way to temporarily subdue a person. Unfortunately dotors often failto implement the best way to alm disturbed and disturbing individuals - by spending time withthem in a on�dent, aring, and skillful manner (Breggin, 1997b [56℄).Chemial fore is sometimes used as a polie method for ontrolling people, muh as straitjakets,shakles, and \quiet rooms" are used for the same purpose. In fat, a good ase an be made for thegreater safety of physial restraint ompared to hemial restraint, the former restrains the limbs, thelatter an harm the brain. Furthermore, the use of drugs for short-term ontrol does not empowerpatients to handle their own emotions and their lives more e�etively. To the ontrary holdingpeople down in order to injet them with paralyzing drugs adds to their sense of personal shame,resentment, and helplessness. In any ase, skilled individuals using sound therapeuti approahesare almost always able to alm down upset and menaing patients without the use of drugs.2.10 People Are Better Than Pills - Even for the Most Dis-turbed PatientsThere is a great deal of disussion in the media and in professional journals about the relative meritsof mediation and psyhotherapy. Claims are usually made for the superiority of mediation; it16Breggin and Breggin (1994 [53℄) disuss linial trial length in detail. In regard to Proza, only a small number ofpatients managed to omplete the brief four-to-six-week trials. See also Breggin (1997a [55℄) and Cohen and Jaobs(2007) [106℄ for a disussion of how FDA drug trials are onduted.17The e�ets of neuroleptis are desribed and doumented with itations to the literature in Breggin (1991 [49℄,h. 3) and Breggin (1997a [55℄, h. 2), as well as in Cohen, 1997a [92℄.45



is supposedly faster, more eonomial, and more e�etive. In reality, however, the omparable orsuperior eÆay of psyhotherapeuti interventions, even for severely disturbed persons, is muhbetter doumented than most therapists or the publi realize18.It is also misleading and futile to ompare drugs to talk therapy. Drugs and psyhotherapydon't have the same e�ets. Both their immediate e�ets and their outomes are di�erent. Their\eÆay" annot be measured by the same standards. Drugs an suppress \symptoms", suh asintense emotions, but they may also impair overall brain funtion. Psyhotherapy an strengthenand liberate individuals to respond to their emotions in a rational way and to live better, moreful�lling lives.Even emotionally disabled, institutionalized individuals respond better to personal attention thanto drugs. Peter Breggin's \linial" experiene began in the 1950s when, as a ollege student volun-teer, he worked with very disturbed and disturbing inmates in a dilapidated state mental hospital19.While still an undergraduate ollege student, he beame diretor of the Harvard-Radli�e MentalHospital Volunteer Program20. He and his fellow students developed a speial projet that allowedmore than a dozen of them to work with their own individual patients under the group supervisionof a therapist. Eah of the students was assigned a \hroni inmate" who had little hope of releasefrom the hospital. They were able to help almost every patient to leave the hospital.There was no need for a speial ontrol group of untreated patients to show what would havehappened without the intervention of the Harvard-Radli�e student volunteers in their lives. Thewhole hospital was the ontrol group! In the mid-1950s, the patients from the \bak wards" werealmost never disharged. Even after the \mirale drugs" were introdued, no large-sale inrease indisharges ourred until a deade later, when hospital admission and disharge polies were hangedfor politial and eonomi reasons21. Without the help of the volunteers as aring therapists andase aides, few if any of the patients would have left the state hospital for many years, if ever.Therapy has also been shown to be more e�etive than drugs in helping patients diagnosed withtheir �rst \shizophreni" break. Nowadays it is argued that these people must have drugs and thatpsyhotherapy is futile; yet nothing ould be further from the truth. In ontrolled studies, untrainedtherapists in a home-like setting have proven more suessful than drugs and mental hospitals intreating patients diagnosed with their �rst episode of shizophrenia22. A key fator was the aring,nonoerive approah of these therapists.Aording to an international study by the World Health Organization (WHO), less industrialized18For ritiques of the eÆay of psyhiatri drug therapy see Antonuio et al. (1989 [15℄, 1994 [12℄, 1995 [13℄);Bek, Rush, Shaw, and Emery (1979) [31℄; Bleuler, 1978 [40℄; Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄); Breggin andBreggin (1994 [53℄, 1998 [57℄); Breggin and Stern (1996); Fisher and Greenberg (1989 [153℄, 1997 [156℄); Greenberg etal. (1992) [189℄; Karon and VandenBos (1981); Kirsh and Sapirstein (1998) [230℄; Moore (1998) [287℄; Mosher andBurti (1994) [290℄; and Wexler and Cihetti (1992) [388℄. The many books and artiles by Carl Rogers (1961 [320℄,1994), often based on researh studies, also address the eÆay of therapy Rogers (1994) ultimately links the suessof therapy to empathy on the part of the therapist.19Reported by Peter R. Breggin, MD.20The Harvard-Radli�e Mental Hospital Volunteer Program is desribed in the �rst hapter of Breggin (1991 [49℄).The original book about this program, inluding a desription of the ase aide projet, an be found in Umbarger etal. (1962) [375℄. The program was so suessful that it reeived praise as a prototype in the �nal report of the JointCommission on Mental Illness and Health of the U.S. Congress (1961) [217℄. The shift in politial power to biologialpsyhiatry a deade or two later e�etively terminated this program and others like it.21Contrary to psyhiatri mythology, the advent of neurolepti drugs, suh as Thorazine, did not \empty thehospitals". These drugs take e�et within minutes, the emptying proess did not begin for a deade or more. Whatreally led to the mass disharge of patients from the hospitals (often to the streets or to wrethed nursing homesand board and are failities) were administrative hanges, about whih many books have been written (reviewed inBreggin, 1991 [49℄).22Soteria House, originated by Loren Mosher (1996 [289℄; Mosher and Burti, 1994 [290℄), provided this suessfulmodel. Its eÆay was demonstrated by ontrolled studies, but it's fate was sealed when psyhiatry beame dominatedby it's biologial wing. 46



ultures haraterized by extended families have a very positive e�et on the reovery of individualswho are diagnosed as shizophreni - in ontrast to their ounterparts in Western ultures, whereisolated families are more ommon, in ultures with extended families, a large proportion of very dis-turbed individuals labeled shizophreni had omplete reoveries. Tragially, this study also showedthat the availability of modern psyhiatri treatment with drugs has a negative e�et on the outomefor people diagnosed as shizophreni (See de Girolamo, 1996 [130℄). This �nding orroborates ourown assertion that biologial psyhiatry does more harm than good.If nondrug, aring approahes work better for severely disturbed people, they are learly evenmore e�etive with less impaired people who an bene�t from relationships and \talk therapy".2.11 ConlusionVirtually everyone today reognizes that the publi has been subjeted to a high-power selling am-paign for psyhiatri drugs. This ampaign, onduted by drug ompanies and organized psyhiatryhas onvined most people that psyhiatri drugs are muh safer and more valuable than they reallyare23.Psyhiatri drugs do not work by orreting anything wrong in the brain. We an be sure of thisbeause suh drugs a�et animals and humans, as well as healthy people and diagnosed patients, inexatly the same way. There are no known biohemial imbalanes and no tests for them. Thatswhy psyhiatrists do not draw blood or perform spinal taps to determine the presene of a biohem-ial imbalane in patients. They merely observe the patients and announe the existene of theimbalanes. The purpose is to enourage patients to take drugs.Ironially psyhiatri drugs ause rather than ure biohemial imbalanes in the brain. In fat,the only known biohemial imbalanes in the brains of patients routinely seen by mental healthprofessionals are brought about through the presription of mind-altering drugs.Psyhiatri drugs \work" preisely by ausing imbalanes in the brain - by produing enough brainmalfuntion to dull the emotions and judgment or to produe an arti�ial high. Some people mayhoose this alternative beause they do not know that other options exist or beause they have lostfaith in themselves and in the ability of other people to help them, or beause they have been taughtto believe that their brain is defetive and that a drug will temporarily �x the problem.In the experiene of the authors, when people are aught in emotional rises and are su�eringfrom extreme emotional pain, the most important therapeuti intervention is a aring individual orgroup willing to reate a safe spae and a safe relationship. We further disuss this point in the �nalhapter, after examining in more detail the hazards of taking psyhiatri drugs and the proess ofstopping them.

23For detailed desriptions of the eonomi fores that push drugs and perpetrate the myths of \biohemial imbal-anes" and drug eÆay see Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄), Breggin and Breggin (1994 [53℄, 1998 [57℄),and Cohen (1990 [107℄, 1994 [108℄). 47
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Chapter 3\Your Drug May Be Your Problem" -But You May Be the Last to KnowIf you or a loved one are taking psyhiatri drugs, you may be dismayed to disover how many\psyhiatri symptoms" an be aused or worsened by the drugs themselves. In fat, nearly allpsyhiatri symptoms, inluding the most severe ones suh as halluinations and delusions, anbe produed by these drugs. The present hapter desribes the overall ways in whih psyhiatrimediations an adversely a�et how you think, feel, and at. Chapter 4 provides detailed informationon the adverse e�ets of spei� drugs.3.1 The Variability of Individual Responses to DrugsDo not be misled by a dotor or friend who tells you that you're taking only a \small dose" of apsyhiatri drug. Although the risk of harmful drug e�ets does usually inrease with the size of thedose, some people are very sensitive to mind-altering drugs and an su�er bad reations even fromsmall doses. One of the most important observations in psyhopharmaology is that all psyhotropidrugs have omplex and variable e�ets, and will not a�et everyone the same way. A drug's e�etommonly varies within the same person over time, and among di�erent people. Severe adversereations often our when the dose has been hanged up or down or when another drug has beenadded but they an appear for the �rst time at any time during the treatment.Consider the wide variety of responses that people have to a�eine, a relatively mild stimulant.Some individuals an drink six or more ups a day without any dramati e�et on their psyhe. Butothers are so sensitive that even the small amount of a�eine in dea�einated o�ee an make themfeel jittery and anxious. For them, a full up of o�ee would be a presription for physial symptomsthat feel like a spontaneous \pani attak".Likewise, some people annot drink o�ee late in the day without being kept awake all night bythe stimulant e�ets, while others routinely have o�ee with dinner, or even later in the evening,without experiening any apparent interferene with their sleep. Some people su�er a stomahahefrom drinking one or two ups of o�ee, while others never experiene any stomah upset from muhgreater amounts. Some people an stop drinking o�ee without any major withdrawal e�ets, whileothers develop headahes and beome temporarily fatigued and lethargi, even depressed.The e�ets of psyhiatri drugs are similarly variable. One person may \feel nothing" after a10-20 mg dose of Proza, while another person may develop severe agitation and insomnia, and evenbeome psyhoti. One person with insomnia may hardly notie the impat of 5 mg of Valium takenbefore bedtime, while another will sleep like a log and feel \sluggish" and \irritable" for a day or twoafterward. Some hildren may seem una�eted by a 5 mg dose of Ritalin; others beome zombie-like.49



Individual responses to psyhiatri drugs also vary over time. Some e�ets tend to appear after aweek or two, while others may not appear for months or years. Similarly, a person may reat to adrug one way and then in an entirely di�erent fashion at a later date after restarting it.3.2 \Creeping" Adverse E�etsUnfortunately drugs that a�et the brain and mind an seriously impair your mental funtion beforeyou reognize that anything is the matter. You may not realize that your thinking is slowed, youremotions dulled, or your oordination impaired. You may believe that your newly developed feelingsof anxiety or depression are due to events in your life rather than to the drug you are taking. If youfeel euphori or \high" from taking the drug, you may think that you are doing \better than ever"when, in fat, your judgment has been impaired.Your dotor may fail to notie these drug side e�ets or mistakenly attribute them to somethingelse suh as your psyhologial problems. Family or friends may beome inreasingly dismayed bythe deterioration in your memory, attention span, sensitivity or emotional responsiveness, while youand your dotor remain seemingly unaware that anything is wrong.Patients often su�er from ommon adverse drug e�ets that their dotors have never warned themabout. In order to enourage their patients to start drugs or to stay on them, dotors frequentlymisinform their patients by inating the bene�ts and minimizing the hazards of psyhiatri medi-ations. Many dotors nowadays feel that they should ajole or push their patients to take thesemediations against the patients' better judgment.Even when patients develop serious drug-indued adverse reations - suh as depression or psy-hosis, weight loss and fatigue, or abnormal movements of the body - dotors tend to attribute thee�ets to something other than the drug. On a partiular oasion, one of us was presenting grandrounds - a speial eduational seminar for dotors at a hospital - when a ase history ame to ourattention. It onerned a middle-aged business exeutive who beame violent for the �rst time whiletaking Proza1. In a minor alteration at a gas station, he assaulted a stranger with a rowbar.Experiene, prudene, and reason suggest that the drug should be suspeted as the ause of theproblem when unusual, irrational behavior erupts for the �rst time after the patient has startedtaking it. Yet some of the dotors at the grand rounds totally rejeted the possibility that thepatient's unpreedented, extreme, and bizarre violene had been aused or exaerbated by Proza.They reommended raising his dose of Proza instead of stopping it2.Too many health professionals are relutant or resistant to reognizing adverse drug e�ets, espe-ially those that a�et the patient's emotional state. They �nd it easier, apparently, to blame thee�ets on the patients \mental illness". Yet a dotor's refusal to fae the dangers of mediation anlead to irreversible and ultimately tragi adverse drug reations.In our onsultations, we �nd that patients are rarely told all they need to know about the psy-hiatri drugs they are taking. Of ourse, some patients are relutant to know in advane aboutthe dangers to whih they are being exposed; but it remains the dotor's responsibility to insiston informing them. But physiians are not alone in withholding fats about drug hazards; printedhandouts from dotors' oÆes or pharmaies, as well as textbooks and drug advertisements, also1Reported by Peter R. Breggin, M.D., who presented this grand rounds at Suburban Hospital in Bethesda, Mary-land, ira 1993-1994. Proza-indued violene is doumented in detail in Breggin and Breggin (1994 [53℄) and updatedin Breggin (1997a [55℄).2On a number of oasions, Peter Breggin has onsulted on ases in whih patients have attempted suiide orommitted homiide for the �rst time after starting a psyhiatri drug. This outome should be a red ag indiatingthat the drug may have aused or ontributed to the destrutive behavior. Yet in many of these ases, dotorsontinued or even inreased the dose of the o�ending drug after the suiide attempt or murder.50



often fail to give suÆient emphasis to the dangerous e�ets of psyhiatri drugs3. (See Chapter 6for a disussion of the possible motivations that lead some health professionals to minimize the risksof these drugs).
3.3 The Risk of Permanent Brain Dysfuntion Caused byPsyhiatri DrugsVery few studies have examined the danger of potentially permanent hanges in brain hemistryaused by long-term use of psyhiatri mediation. However, enough is known and suspeted aboutthese dangers to make a thoughtful person autious about using any psyhiatri drug.Proza, Zoloft, Paxil, and Luvox are reent examples of drugs tailormade in the laboratory tostimulate the ativity of the serotonin system. In the ase of Proza, the brain's ompensatorymehanisms were doumented from the beginning of the researh involving this drug.All four drugs, known as seletive serotonin reuptake inhibitors (SSRIs), blok the normal removalof the neurotransmitter serotonin from the synapti left - the spae between nerve ells. Theresultant overabundane of serotonin then auses the system to beome hyperative. But the brainreats against this drug-indued overativity by destroying its apaity to reat to stimulation byserotonin. This ompensatory proess is known as \downregulation". Some of the reeptors forserotonin atually disappear or die o�.To further ompensate for the drug e�et, the brain tries to redue its output of serotonin. Thismehanism is ative for approximately ten days and then begins to fail, whereas downregulationontinues inde�nitely and may beome permanent. Thus we know in some detail about two of theways in whih the brain tries to ounterbalane the e�ets of psyhiatri drugs. There are otherompensatory mehanisms about whih we know less, inluding ounterbalaning adjustments inother neurotransmitter systems. But, overall, the brain plaes itself in a state of imbalane in anattempt to prevent or overome overstimulation by the drugs.The brain probably has ompensatory mehanisms to ward o� or reverse the e�ets of all psy-hiatri drugs. Some of these mehanisms have already been reognized and studied. For instane,downregulation of overstimulated neurotransmitter systems ours with all of the older \triyli"antidepressants suh as amitriptyline (Elavil) and imipramine (Tofranil). Downregulation also takesplae with stimulant drugs suh as Ritalin and the amphetamines Dexedrine and Adderall.Psyhiatri drugs do not always overstimulate neurotransmitter systems. Some drugs inhibit orblok nerve transmission in the brain. When this happens, the brain again tries to ompensate byreating in the opposite diretion - this time by \upregulation" of the suppressed neurotransmittersystem. The \antipsyhoti" drugs - suh as Thorazine, Haldol, Prolixin, Risperdal, and Zyprexa- tend to suppress the dopamine system. The brain tries to overome this e�et by making thedopamine system hypersensitive. As disussed below, this upregulation an lead to severe, evenpermanent neurologial disorders.In its attempts to overome the e�ets of psyhiatri drugs, the brain beomes distorted in itsfuntioning. And as already emphasized, the brain annot immediately reover its original funtionsone the drugs are stopped. In some ases, the brain may never reover.3Cohen and Jaobs (1998) [111℄ have proposed a \Model Consent Form" for psyhiatri drug treatment.51



3.4 Physiians Urge Long-Term Use Without Justi�ationPhysiians who presribe psyhiatri drugs for long-term use believe that the drugs are useful, buttheir views are based on personal impressions and unproven assumptions rather than on sienti�evidene. Medial dotors rely heavily on mediations and tend to be very biased in favor of theiruse. For example, many dotors who presribe psyhiatri drugs reommend them for long-termuse as soon as they beome available on the market. They reommend that patients take a newpsyhiatri drug for months or years, even though the studies used for FDA approval typially lastfor only a few weeks4.The widespread use of Zyprexa exempli�es how new and potentially dangerous drugs are oftenpresribed with unjusti�ed enthusiasm for their safety and eÆay. In 1996 Zyprexa was approvedby the FDA for the treatment of psyhosis and a few years later for the treatment of bipolar disorder.Drugs approved for suh manifestations are alled neuroleptis or antipsyhotis. All are extremelydangerous.As required by the FDA, all neurolepti drugs, inluding the newer ones like Zyprexa, must arrya \lass warning" about the dangers of tardive dyskinesia (TD)5. Tardive dyskinesia is a dis�guringand potentially disabling, usually permanent neurologial disorder haraterized by tis, spasms, andabnormal movements. These drugs also ause neurolepti malignant syndrome (NMS), a potentiallyfatal disease of the brain with e�ets similar to those assoiated with severe viral enephalitis6. Forthe neuroleptis that have been extensively studied, as we doument in Chapter 4, the rates of tardivedyskinesia and neurolepti malignant syndrome are very high.The ontrolled trials used for the approval of Zyprexa lasted only six weeks and were onduted onadults diagnosed with shizophrenia. Yet immediately after Zyprexa beame available on the market,dotors began reommending it for inde�nite, even lifetime usage. Dotors also began presribing itfor people with no psyhoti symptoms, even for hildren with behavior problems.Despite the absene of long-term studies and the newness of the drug, dotors aepted the drugmanufaturers promotional pith that Zyprexa is safer than other drugs used for the same purpose.In fat, almost all psyhiatri drugs start out amid laims of being \safer" and \more e�etive".Rarely in psyhiatry is this enthusiasm on�rmed by more sober, realisti appraisals based on timeand experiene.In the ase of Zyprexa and other newer antipsyhotis, long-term use revealed that many patientswere at higher risk of developing elevated blood sugar, diabetes, panreatitis, elevated holesterol,and onsiderable weight gain. Some patients gained over 60 pounds a year, and several died fromthese ompliations. In his linial and forensi pratie Peter Breggin has evaluated several ases ofrapid death aused by aute Zyprexa-indued diabetes and panreatitis.In 2004, the FDA mandated that newer antipsyhotis arry a warning about the risk of hyper-glyemia and diabetes. Moreover, a systemati analysis had also revealed that older, frail patientswith dementia presribed atypial antipsyhotis had nearly double the risk of dying, and here againthe FDA in 2002 ordered a \blak box" warning about the risk of premature death from suh drugs.Some reent reviews �nd that older antipsyhotis also appear to signi�antly inrease this risk ofpremature death among the frail elderly and we believe that the FDA \blak box" warning shouldbe applied equally to this entire lass of drugs (Tri�ro et al., 2006 [372℄).Even when drugs later prove to be useless or highly dangerous when presribed over the long term,many dotors ontinue to push patients to take them for many months or years at a time. Regarding4See the related disussion and notes in Chapter 2.5These warnings an be found in any reent edition of the Physiians Desk Referene.6These well-established drug-indued disorders are disussed in most psyhiatri and pharmaologial textbooks,inluding those listed in Appendix A. More details are provided in Chapter 4.52



Ritalin and other stimulants, for example, there is no substantial evidene for positive e�ets on anybehavior, inluding hyperativity, beyond the �rst several weeks7. These drugs an temporarily sub-due the behavior of hildren and make them more obedient, onforming, and quiet in the lassroom.But they are routinely presribed for months and years, even over entire lifetimes. Similarly, althoughRitalin is known to disrupt growth hormone prodution, ausing signi�ant growth inhibition, it isroutinely presribed throughout hildhood.All the so-alled antianxiety drugs - suh as Xanax, Ativan, Klonopin, Valium, and Librium -are known to be highly additive. After only a few weeks of treatment with Xanax, many patientssu�er from severe withdrawal symptoms when they ease taking the drug. Others feel unable to stopwithout help8. Indeed, after several weeks of treatment, many Xanax patients develop anxiety thatis more severe than before their treatment began.Despite these limits on the long-term use of drugs suh as stimulants and minor tranquilizers,large numbers of physiians ontinue to presribe them for months or even years at a time. Somedotors trust their \linial judgment" more than the sienti� data; others simply haven't kept upwith the sienti� literature. In addition, most of the seminars that dotors attend are sponsored bydrug ompanies and too often provide opinions that are biased toward the long-term use of drugs.The dotors never see negative omments about the long-term use of drugs in the eye-athingpharmaeutial advertising that they read in almost every professional journal. Nor are they likelyto hear this kind of ritial information from the drug salespersons who regularly visit them in theiroÆes. Dotors may also fail to realize that their patients have beome addited and want to stayon their drugs in order to avoid withdrawal reations. Overall, dotors often take the easy routeof writing presriptions rather than the more arduous route of helping their patients to �nd moreomplex long-term solutions to their emotional diÆulties.Meanwhile, as noted, the patients themselves may feel ompelled to take the drugs to avoid painfuland frightening withdrawal reations suh as anxiety, agitation, insomnia, depression, fatigue, andabnormal sensations in the head or body. Depending on the drug, one or more withdrawal symptomsan develop within hours or days of utting bak on the mediation. These reations an beomesevere enough that patients begin to pressure their dotor into ontinuing to presribe drugs. Ine�et, the presribing physiian maintains or \enables" the patients' drug dependene.Some drug advoates believe that years of linial use by thousands of patients an prove a drug'slong-term usefulness and safety. And some individual dotors feel that their own presription ofa drug over many years an demonstrate its safety. These beliefs have led to tragi outomes formillions of patients. One of these has already been desribed - millions of patients su�ering fromlifelong dependene on additive tranquilizing drugs suh as Xanax, Valium, Ativan, Klonopin, andLibrium.Overon�dene in linial judgment onerning the long-term safety of drugs has led to an evenmore tragi outome. Millions of patients have been a�ited with gross neurologial disorders fromtaking antipsyhoti drugs. This lass of drugs - starting with Thorazine, and now inluding manyothers suh as Haldol, Prolixin, Navane, Risperdal, Clozaril, and Zyprexa - was used for two deadesbefore it was generally reognized that the entire group frequently auses tardive dyskinesia andneurolepti malignant syndrome. Even today, �fty-�ve years after the �rst neuroleptis were intro-dued, many dotors fail to realize the frequeny or severity of these dangers and presribe the drugswithout adequately monitoring their use or warning patients and their families.7Doumented in detail in Breggin (1998a [57℄).8The oÆial FDA-approved labels for the benzodiazepine minor tranquilizers-suh as Xanax, Ativan, and Valium-now reognize that these drugs are intended for short-term use only (see the individual drug labels as reprodued inany reent edition of the Physiians Desk Referene). The label for Xanax, for instane, makes lear that the drugmay not only worsen anxiety but also ause addition. Xanax, as an example of these drugs, is disussed in detail inBreggin (1991 [49℄), Jaobs (1995) [211℄, and Marks et al. (1989) [265℄.53



3.5 The Speial Danger of PsyhiatriDrugsThe brain is the \target organ" for psyhiatri drugs. All drugs approved for psyhiatri purposesdiretly a�et the brain, ausing a variety of mental or psyhiatri symptoms. Commonly reportede�ets inlude onfusion, memory diÆulties, dulled emotions, arti�ial feelings of euphoria, depres-sion, anxiety, agitation, personality hanges, and psyhosis. A review of handbooks or textbooks, aswell as the disussions in Chapter 4, will on�rm that psyhiatri symptom or disorder an also beaused by psyhiatri drugs.By law, every psyhiatri drug must have an FDA-approved label listing all mental and behavioralside e�ets, sometimes inluding suiide and violene. This information is based on reports of adversee�ets made during the drug testing proess as well as after the drug has been marketed. However,in its e�orts to be politially aommodating, and partly owing to its administrative limitations,the FDA often fails to fore the drug ompanies to list well-known serious adverse e�ets in a drugsoÆial label. Not until 1986 did the FDA require drug ompanies to inlude neurolepti malignantsyndrome in the labels (and pakage inserts) for all antipsyhoti or neurolepti drugs - nearly threedeades after this disorder was initially desribed9.3.6 Adverse E�ets on How You Think, Feel, and AtAs we have been emphasizing, any psyhiatri drug an and will impair mental funtion. Theimpairments assoiated with most psyhiatri drugs an also be aused by an endless variety of otherkinds of trauma, inluding head injury extreme fatigue, hroni illness or stress, lak of oxygen tothe brain, hroni use of alohol, or exposure to toxins suh as lead or arbon monoxide.Sometimes these symptoms of mental dysfuntion are aggravated by emotional problems. How-ever, if problems develop for the �rst time or worsen after you have started a psyhiatri drug, youshould suspet the drug. Even in ases where the symptoms seem to get worse when you're upset,the underlying ause may be the psyhiatri drug. Many drug-indued adverse reations, from agi-tation to memory problems and neurologial tremors, an worsen under stress. Conversely, they animprove during rest and relaxation.3.6.1 Drug-Indued Toxi PsyhosesThe term toxi psyhosis or, more simply psyhosis is often used to desribe the extreme negativeimpat that psyhiatri drugs frequently have on the brain. Although psyhosis has many meanings,in general it refers to a loss of touh with reality often aompanied by halluinations or delusions10.Drug-indued impairment of overall brain funtion may also be alled onfusion or delirium.Delirium is a disturbane of onsiousness and ognition (thinking proesses) that usually developsover a short period of time11. Related terms are organi brain syndrome and dementia. Finally, theterm mania is often used to desribe an espeially dangerous psyhosis that is ommonly aused bypsyhiatri drugs (as further disussed below and in Chapter 4).Initially these disorders often manifest as memory problems and disorientation, but they eventually9Breggin (1997a [55℄) disusses the events leading to the inlusion of neurolepti malignant syndrome in drug labels,as well as the overall FDA proess.10See Amerian Psyhiatri Assoiation (1994 [6℄, p. 273) for a brief disussion of some of the di�erent meanings ofpsyhosis.11Amerian Psyhiatri Assoiation (1994) [6℄, p. 123. 54



involve impairments of all higher mental funtions suh as judgment, insight, and abstrat reasoning.Mood or feelings may be unstable, disturbed, or inappropriate. Halluinations and delusions maydevelop.A signi�ant perentage of patients who take psyhiatri drugs will develop full-blown toxi psy-hoses or deliriums, but many more will develop milder variations of these drug-indued symptoms.3.6.2 Trust Your Own Pereption of Yourself - Up to a PointIn trying to deide if you have a drug-indued symptom - suh as memory problems, slowed thinking,or dulled feelings - your own pereption of yourself is the most sensitive instrument there is fordeteting when your brain and mind aren't working right. If you sense that a drug is interfering withyour normal mental proesses, take your pereptions seriously. You ould be mistaken - and otherpeople may try to reassure you that \nothing's the matter" or that \you're doing �ne". But youould also be right about su�ering from the ill e�ets of mediation.Keeping trak of your hanging mental responses soon after you take a dose of mediation, om-pared to when the drug e�et is wearing o�, may help you to determine if you are having a drug-indued problem. If the symptoms beome worse soon after taking the drug, you may be su�eringfrom a drug toxi e�et. If they grow worse when the drug e�et is wearing o�, you may be su�eringfrom withdrawal symptoms. It an be diÆult, of ourse, to distinguish between drug e�ets andyour own psyhologial reations.On the other hand, psyhiatri drugs an onfuse your reasoning and judgment, leading you tobelieve that you are being helped when in fat you are being mentally impaired.3.6.3 Common Adverse E�ets on Your Thinking, Feeling, and Behav-ingIf you are taking a psyhiatri drug, you may eventually �nd yourself experiening one or more ofthe following drug-indued mental abnormalities:Impaired Conentration. Almost any psyhiatri drug an make it harder for you to payattention to onversations, to fous on reading anything ompliated, or to work onsistently ona projet. The subjetive awareness of impaired onentration is a subtle but important sign ofdrug-indued toxiity.Poor Memory. Psyhiatri drugs an make it diÆult for you to remember things suh as alist of items to get at the groery, the time your hildren said they were oming for dinner, or thename of the person who just left a phone message for your wife or husband. You may �nd it harderto reall reipes or simple operations on your omputer, to �nd the word or phrase you want, orto remember the name of some familiar objet. As in the ase of impaired onentration, you maynotie your poor memory before your family or psyhiatrist do, and even before it an be detetedby psyhologial testing.Confusion or Disorientation. This is a more serious sign of brain dysfuntion aused bypsyhiatri drugs. It may be harder for you to �nd your way around buildings or within plaesyou've been before. You may disover that you've walked or driven by a familiar plae withoutrealizing it or that you have diÆulty driving somewhere using written diretions. Malls and otherlarge spaes are more onfusing than they used to be. You may lose your bearings more easily.Slowed or Simpli�ed Mental Funtioning. You may �nd it harder to follow ompliatedquestions or diretions, to think about more than one thing at a time, or to arry out a logialsequene of thought. You may �nd yourself wishing that people would slow down and not expet55



suh quik responses. While you used to think of yourself as \quik", you now seem \slow". Youmay beome ba�ed by onversations involving more than one person, or you may be unable to arryout more than one task at a time, suh as talking on the phone while you prepare dinner.Exaggerated Responses to Stress. You may �nd yourself inreasingly less able to handleeveryday stresses, suh as getting the hildren ready for shool, trying to arrive at work on time,having a onit with friends or o-workers, being late for an appointment, falling behind in a projet,or being interrupted.Inreased Irritability Anger or Aggressivity. To your embarrassment, you �nd yourselfgetting unusually annoyed, frustrated, or irritable, and sometimes you hurt peoples feelings withoutmeaning to. You may also �nd yourself beoming unexpetedly angry or aggressive. In the worstasesenario, you may do something dangerous or harmful that you would otherwise never do, landing youin trouble at work, at home, or on the street. These drug-indued problems are alled \paradoxialreations" or \disinhibition".Sleep DiÆulties. You may have trouble falling asleep or staying asleep. Overall, you maynot be sleeping as deeply as before, and when you do sleep, you may not wake up refreshed. Somepsyhiatri drugs an make you sleepy during the daytime, impairing your daily ativities. Otherpsyhiatri drugs an stimulate you at night, keeping you awake and leaving you sleepy and exhaustedthe next day.Emotional Blunting and Insensitivity. The highs and the lows of your emotions may havebeen leveled o� by the drug you are taking. You don't are about anyone or anything as muh asyou used to; your feelings often seem blunted; your internal landsape is bland and less olorful; youfeel \blah". This drug-indued diminished responsiveness and loss of vitality is given many di�erentlabels in the medial literature, inluding indi�erene, apathy lethargy and diminished or blunteda�et. Other labels for this overall attening of the mind, spirit, and energy level inlude fatigue,malaise, and depression.Fatigue. You �nd that you don't have the same amount of mental or physial energy that youone did and that you get tired and disouraged muh more easily. You may be sluggish or lethargiwhen you get up in the morning and exhausted by the evening.Malaise. You feel not just lethargi or fatigued but \ill", \worn out", \blah" - as if you have theu or some other debilitating physial ailment. These drug-indued reations are sometimes referredto as \u-like symptoms" in the medial literature.Depression. Many psyhiatri drugs an lead to depression, involving a loss of enjoyment of life,feelings of gloom and hopelessness, and even suiidal feelings or attempts. The �nal draft of thelabel for Proza - the desription inluded on the pakage insert - initially said that \depression"was \frequently" reported as an adverse e�et of the drug. However, the referene to depression wasedited out at the last minute. Seret douments in the �les of Eli Lilly the manufaturer of Proza,reveal that, in omparison to plaebos and other antidepressants, the drug aused an inreasedrate of suiide attempts in ontrolled linial trials12. Patients often beome more depressed onantidepressants, but dotors then mistakenly inrease the dose.Almost all psyhiatri drugs - from the minor tranquilizers to stimulants like Ritalin - an ausedepression13. For example, depression is generally reognized as a potential result of taking Antabuse,antionvulsants, antidepressants, barbiturates, benzodiazepine tranquilizers, beta-blokers, aliumhannel blokers, narotis, neuroleptis, and stimulants.Redued Imagination and Creativity. You feel as if you've lost your old \spark" when it12Disussed in detail in Breggin (1997a [55℄). Breggin (1994 [53℄) testi�ed about these seret douments in theWesbeker ase.13In this onnetion, see Chapter 4 as well as Medial Letter (1998) [274℄ and Bender (1998a) [34℄.56



omes to thinking about solutions to problems, new ways of looking at things, or even what to dowith your time on a free saturday afternoon. Too often, you feel bored.Impaired Self-Insight, Self-Understanding, or Self-Awareness. You no longer feel on�-dent about your appraisals of your own behavior, and other people give hints or signals that theythink you're not behaving as appropriately as you think you are. You have trouble �guring out howyou're feeling and why you're feeling that way, and you're not sure whether the drug is helping you orausing you problems. Friends or family may omment that you're not looking well, or may inquirewhether you're feeling ill, when you haven't even notied anything wrong.Feeling \Out of Touh" with Yourself or Others. You feel disonneted, remote, or out oftouh with yourself and your feelings, and perhaps with the feelings of other people as well. It's asif there's a dark glass or a great distane between you and other people, suh that you're not quitethe same person you used to be. These reations are alled \depersonalization" or \derealization".Personality Changes. Even if you don't notie it, other people who are about you may saythat you are not ating like yourself. You may have beome moody less sensitive, more irritable, moreareless, withdrawn, \high" or mildly euphori, or somewhat \out of it". In drug-reation reports,this symptom of toxiity is often alled \personality disorder".Emotional Instability. Your feelings seem to go up and down without any reason, and you havemore trouble ontrolling what you feel and when and how you show it. This ondition is sometimesreferred to as \inreased lability" in reports of adverse drug reations.Anxiety. Many di�erent drugs an make you feel agitation, anxiety and pani. To add to youronfusion, these symptoms are ommonly aused by drugs used to treat anxiety and pani disorder.Relatively short-ating tranquilizers suh as Xanax or Ativan an ause episodes of anxiety when thedrug e�et wears o� and the brain rebounds several hours after eah dose14. Most antidepressantsand stimulants an also ause anxiety and agitation. And Proza-like drugs, as well as antipsyhotidrugs, an ause a partiularly distressing syndrome known as akathisia, whih involves anxiety orinner irritability that leads to a ompulsive need to move about. It an feel like being tortured fromthe inside out.Euphoria and Mania. If you feel \wonderful" while taking a psyhiatri drug, the feeling maynot be realisti. Instead, you may be so \high" that your judgment is impaired. Many psyhiatridrugs an produe unrealisti feelings of well-being and on�dene. When this e�et beomes ob-viously abnormal, it is alled euphoria or hypomania (mild mania). Temporary euphoria an befollowed by its opposites, despair and depression.Drug-indued euphoria sometimes progresses into a psyhosis alled mania. Probably all an-tidepressants and stimulants are apable of ausing mania, whih is haraterized by exaggeratedor unrealisti feelings of being happy or \high", exitability, insomnia, boundless energy, raingthoughts, grandiose shemes, and feelings of extreme self-importane and omnipotene. Irritabilityinsensitivity to others, paranoia, and aggression often go along with being mani. During mania, aperson an beome \physially assaultive or suiidal"15.Mania an ruin anyone's life. Mani people an beome very paranoid and reat with violenetoward innoent vitims, inluding loved ones. They have been known to o�end important people,quit jobs, leave marriages, ommit riminal ats, or do something so bizarre or harmful that it resultsin jail or involuntary ommitment to a mental hospital.Mania, depression, and other abnormalities of emotional ontrol ommonly result from takingpsyhiatri drugs. These drug-indued \mood disorders" are mentioned many times in the Diagnosti14In the trials used for the approval of Xanax for pani disorder, most patients had more anxiety after a few weekson the drug than before they �rst took it. For a disussion of the worsening anxiety ondition of patients treated withXanax, see Marks et al. (1989) [265℄ and Breggin (1991 [49℄, 1998b [58℄).15Amerian Psyhiatri Assoiation (1994) [6℄, p. 330; see also p. 329.57



and Statistial Manual of Mental Disorders, 4th edition (DSM-IV), whih is the soure of all oÆialdiagnoses in psyhiatry. The manual makes lear that a number of psyhiatri drugs, inludingantidepressants, an ause mania16.Rates of mania aused by antidepressants frequently reah or surpass 1 perent of patients. Theyare probably several times higher for hildren reeiving psyhiatri drugs17.Neurologial Problems, Inluding Spasms and Seizures. Most psyhiatri drugs an ausea variety of neurologial and musular abnormalities, inluding headahes, impaired sleep, abnormaldreams and nightmares, inoordination or awkwardness, weakness, musle spasms (sometimes alledmyoloni spasms), tis, tremors, abnormal visual or auditory pereptions, and strange disomfortsin the skin or head. Many psyhiatri drugs an also ause a variety of seizures or onvulsions. Themost serious seizures are grand mal onvulsions with loss of onsiousness. Seizures an be aused bythe diret ation on the brain of drugs suh as antidepressants, stimulants, and antipsyhoti agents,as well as by withdrawal from many drugs, espeially those that alm or sedate the brain, suh asantianxiety drugs (benzodiazepine minor tranquilizers), sleeping pills, and antiepilepti mediations.All of the psyhiatri symptoms aused by the hemial e�ets of psyhiatri drugs an also beonsidered to be neurologial symptoms, sine they are aused by impairments of brain funtion.Withdrawal and Rebound. Most if not all psyhiatri drugs an ause withdrawal reations.Usually the withdrawal e�et is the opposite of the drug's diret e�et. Withdrawal from sedativeminor tranquilizers suh as Xanax will typially produe anxiety, agitation, insomnia, and, in ex-treme ases, seizures. Withdrawal from stimulants suh as Ritalin and Adderall an produe fatigue,exessive sleep, and depression, but also opposite e�ets suh as hyperativity, agitation, and insom-nia. In Chapter 9 we onsider the kinds of withdrawal reations that are typial of individual drugsor lasses of drugs.3.7 You May Be the Last to KnowMost of us know that rereational drugs an impair the ability of individuals to assess how theyare really doing. We've seen or heard of ases in whih alohol drinkers or oaine users show nojudgment about how impaired they have beome. Similarly psyhiatri drugs an ompromise aperson's ability to evaluate how he or she is doing.\Georgia was taking antidepressants for years and felt that they were `life-saving'. Shedoubted if she ould survive without them. But her husband was onerned that they weremaking her less emotionally present. He urged her to see a dotor who would be willing to o�erpsyhotherapy while trying to redue or eliminate her use of drugs. She relutantly deided totry."\Four months later, no longer taking antidepressants, Georgia felt like she was `alive' for the�rst time in years. She had ompletely forgotten how muh zest she had for living. The drughad been suppressing her vitality without her realizing it. She had mistakenly thought she washronially depressed and in desperate need of ontinued mediation."A more extreme example is tardive dyskinesia, the disorder involving permanent twithes andspasms aused by neurolepti or antipsyhoti drugs suh as Haldol and Risperdal. Numerous studies16For a de�nition of the diagnosis of \substane-indued mood disorder", see Amerian Psyhiatri Assoiation(1994) [6℄, pp. 374-375. For spei� referenes to antidepressants ausing mania, see the same soure (pp. 331, 371).17See Chapter 4 for the rates of drug-indued mania. A reent linial trial of Proza for hildren and adolesentswith depression demonstrated a rate of 6 perent (Emslie et al., 1997 [142℄).58



have shown that most patients with these drug-indued twithes deny that they are having any suhproblem, espeially while they are taking the drugs18.Proza, Zoloft, Paxil, Luvox, E�exor, and other drugs that overstimulate the serotonin systemoften produe personality hanges suh as irritability, aggressiveness, mood instability, and varyingdegrees of euphoria. The person taking the drug may feel \better than ever", whereas members of thefamily may feel that the individual has beome a \di�erent person" with many negative personalitytraits.Patients may beome dependent on minor tranquilizers, suh as Xanax or Valium, without realiz-ing what is happening to them until months or years have gone by. They may believe that they needto take more and more of the drug to ontrol their anxiety and insomnia when, in fat, the drugs areatually worsening their ondition. Even when they realize that they have beome addited, peopleoften �nd the problem too diÆult to fae. They often end up denying that they have an additionwhile ontinuing to take the drugs.Many patients on psyhiatri drugs may �nd that they have lost the sharpness of their memoryfuntion. This outome is ommonly assoiated with lithium, tranquilizers, and a variety of antide-pressants. Both patients and dotors may mistakenly attribute the problem to \depression", ratherthan to the drug and, in the ase of older patients, may mistakenly attribute the memory diÆultiesto aging. It is worth emphasizing that the psyhiatri drug you are taking may be impairing youralertness, mental auity emotional awareness, soial sensitivity or reativity without your realizingit. It may be ausing adverse physial or A mental e�ets that you are unable to reognize or appre-iate. Furthermore, sine these drug-indued symptoms resemble the impairments assoiated withpsyhiatri problems, it's easy for you, your dotor, or your family to mistakenly blame them onemotional problems.The impairment of judgment aused by brain dysfuntion is alled anosognosia19, a ondition thatwas �rst notied in stroke patients who denied they were su�ering from partial paralysis. From amore psyhologial perspetive, it is alled denial - the rejetion of obvious mental impairment.Psyhiatri drugs are espeially dangerous beause they an render you unable to reognize theirharmful e�ets. You an beome seriously harmed without realizing what is happening. In manyases, people do not beome aware of the damaging e�ets of drugs until after reovering from takingthem.You have now learned about how psyhiatri drugs in general an impair your brain and mind.The next hapter fouses on the spei� e�ets of individual drugs. If you or someone you are aboutis taking a psyhiatri drug, you may want to learn all you an about its potential adverse e�ets.

18Disussed with itations to the literature in Breggin (1991 [49℄) and Breggin (1997a [55℄), p. 57. See alsoMyslobodsky (1986) [292℄.19Anosognosia is disussed in Breggin (1989a, 1989b, 1991 [49℄, 1997a [55℄); Fisher (1989) [152℄; and Myslobodsky(1986) [292℄. Fisher's paper is espeially important in establishing that anosognosia, muh like short-term memorydiÆulty is a ommon harateristi of any form of generalized brain dysfuntion.59
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Chapter 4Adverse E�ets of Spei� PsyhiatriDrugsPsyhoative drugs - those that a�et the brain and mind - an ause harm in two di�erent ways1.Most obviously, they ause diret adverse e�ets by impairing the funtion of the brain or body.Drinking alohol, for example, an result in an intoxiation haraterized by slurred speeh, inoor-dination, and impaired mental proesses. Many psyhiatri drugs, espeially sedative tranquilizers,have similar e�ets.Psyhoative drugs an have equally harmful indiret e�ets that usually begin to develop afterdays or weeks of exposure to them. These indiret, delayed e�ets are aused by the brains attempt tooverome the original drug e�et. In essene, by \�ghting bak" the brain reates its own problems.For example, when a person has been drinking, the brain beomes more exited or energeti in orderto overome the e�ets of the alohol. If an aloholi suddenly stops drinking, he or she an gointo a state of withdrawal involving agitation, anxiety, tremors, and, in extreme ases, psyhosis andseizures. Again, many psyhiatri drugs produe similar withdrawal e�ets.All psyhiatri drugs produe both diret and indiret adverse e�ets. This hapter fouses on thediret e�ets, whereas Chapter 9 onentrates on the indiret e�ets that often manifest themselvesbetween doses or during and after withdrawal.4.1 Growing Reognition of the Dangers of Psyhiatri DrugsThe use of psyhiatri drugs, espeially stimulants, antipsyhotis, and antionvulsants for hildrenand antidepressants for all age groups, has been esalating in reent years (Bender, 1998b [35℄). Atthe same time, there has been growing onern about the adverse e�ets of presription mediationsin general.A reent study in the Journal of the Amerian Medial Assoiation (JAMA) onluded that thefrequeny of severe and fatal reations to presribed drugs in the United States is \extremely high"(Lazarou, 1998 [247℄). More than 100,000 people a year are estimated to die in hospitals fromdrug reations, impliating mediations as one of the nation's top killers. Depending on the spei�estimate, drug reations in hospitals may onstitute either the fourth or the sixth leading ause ofdeath behind heart disease, aner, and stroke.1No single hapter an over all the hazards of psyhiatri mediations. Even in this book, serious or life-threateningside e�ets may sometimes be omitted. For a more omplete piture, the reader should onsult several di�erent medialsoures regarding any partiular drug. Most of the adverse drugs e�ets listed in this hapter are desribed in a varietyof readily available medial soures (see Appendix A). Therefore, spei� itations will be given only in those instaneswhere further information or on�rmation seems useful. 61



The atual �gures for drug fatalities are muh higher than the estimates in the JAMA report,in part beause the study was limited to hospitalized patients. Many patients die of drug-relatedauses outside of hospitals through suiide, aidents aused by mental impairment, and aute fatalreations suh as heart attak and stroke. The JAMA study also exluded patients who had beengiven inappropriate presriptions, suh as unusually high doses and unusual drug ombinations. Yetinappropriate presriptions are a very ommon ause of serious harm to patients. Given the largenumber of patients who were exluded by the JAMA investigators, it is likely that many more thantheir estimate of 100,000 Amerians die of drug reations eah year.The data in the JAMA report ame as a shok to dotors who, as a group, tend to minimizethe dangers of the drugs they presribe. Death and other tragi outomes from drug treatmentoften go unreported in order to protet dotors and hospitals from blame and lawsuits. The JAMAreport found that only heart disease, aner, and stroke likely ause more deaths than adverse drugreations. There are, of ourse, famous national assoiations devoted to reduing the risk of harmand death from these three diseases, as well as from lung diseases, diabetes, and other disordersthat may produe fewer deaths than mediations. But there are no national assoiations to preventdeath from presription mediation. Motivated by self-interest, drug manufaturers and the medialestablishment have little desire to inrease the publi's awareness of this problem.True to form, when the JAMA report ame out in 1988, the Pharmaeutial Researh and Man-ufaturers Assoiation - an industry lobbying group - warned the publi not to make too muh ofthe ominous �ndings. Rather than showing onern for the safety of patients, some dotors voiedonern that patients would be sared o� from taking drugs2.
4.2 Drug-Indued Toxi Psyhosis andToxi DeliriumWe previously desribed how psyhiatri drugs in general produe varying degrees of toxi psyhosesand other severe mental abnormalities, inluding anxiety, depression, and mania (see espeially Chap-ter 3). Con�rming the frequeny of adverse reations to psyhiatri drugs, a German study foundthat 11 perent of hospitalized psyhiatri patients developed adverse drug-indued symptoms thatwere severe enough to warrant disontinuation (Spieb-Kiefer et al., 1998 [349℄). The researhers ob-served that life-threatening reations were relatively ommon, ourring in 1.8 perent of the patients.By far the most ommon severe reation was \toxi delirium", a drug-indued state of onfusion,disorientation, and generalized mental impairment.Elderly patients are espeially prone to toxi psyhoses as well as to less intense mental im-pairments from almost any mind-altering drug. Typial e�ets on the elderly inlude stimulation,exitement, insomnia, depression, and memory problems.Toxi psyhoses, whih our in varying degrees of severity, are also diagnosed as delirium, organibrain syndrome, onfusion, or mania. Sometimes a dotor, family member, or patient may notieone or two possible symptoms of toxi psyhosis - suh as agitation, disorientation, inoherene,disturbed onentration, memory diÆulties, or halluinations - without reognizing the severity ofthe overall mental dysfuntion.Anxiety and depression are frequently aused by psyhiatri drugs. They an appear in either thepresene or absene of toxi psyhosis.2Grady (1998) [186℄ and Weis (1998) [385℄. These newspaper reports ontain ommentaries about the JAMApubliation. 62



4.3 Drug-Indued ManiaMania is a spei� toxi psyhosis frequently aused by drugs. Based on data gathered from allU.S. trials for the FDA approval of Proza, the manufaturer reported a 0.7 perent rate of hypo-mania/mania among Proza patients3. Internal douments from the FDA, however, show a rate formania of slightly above 1 perent - a rate muh higher than that for the other antidepressants usedfor omparison in the trials4.Reall that drug-indued mania is a severe psyhoti disorder whose symptoms inlude extremeoverativity, insomnia, raing thoughts, franti and exhausting outbursts of energy grandiosity andfantasies of omnipotene that may lead to bizarre and destrutive ations, paranoia, and sometimeseven suiide (see Chapter 3). People undergoing drug-indued mania have been known to throw awaytheir life's savings on unrealisti shemes or to ruin or quit jobs and marriages that were previouslysuessful. Some end up in mental hospitals or jails. Others ommit violene5.If we aept the estimate that approximately 1 perent of depressed patients treated with Prozawill develop potentially devastating mani reations, that works out to be a thousand people out ofevery million. These �gures are disastrous in themselves, but in routine linial pratie the reationswould be muh more frequent and severe. In the linial trials used for FDA approval of Proza,individuals with a history of mania were exluded, while in linial pratie the antidepressant isfrequently presribed to people with a history of, and a potential predisposition to, mania. In thelinial trials, Proza was not used in ombination with stimulants and other antidepressants, whilein linial pratie, these other drugs are ommonly given along with Proza, greatly inreasing therisk of psyhoti mania. And �nally, in the linial trials, patients were typially evaluated one aweek by means of heklists and interviews, while in linial pratie, patients frequently go manyweeks or months without being seen by a dotor. With less monitoring in linial pratie, patientsare likely to beome muh more psyhoti before being deteted and removed from the mediation6.4.4 Children at Grave Risk for Antidepressant-InduedMa-niaProza even more ommonly indues mania in hildren. In a study intended to tout the drugs safetyand eÆay; 6 perent of the hildren were fored to drop out due to Proza-indued mania7. None ofthe ontrols beame psyhoti. A similar drug, Luvox, produed a 4 perent rate of \mani reations"in hildren, aording to the Physiians' Desk Referene8.Without a doubt, Proza and other antidepressants are ausing tens of thousands of psyhotireations that an ruin the lives not only of the a�ited individuals but also of their family members.With the inreasing presription of suh drugs to hildren, we expet the devastation to inrease.3Physiians' Desk Referene (1998) [307℄, p. 860, olumn 3, line 10.4In evaluating the studies used for the approval of Proza for depression, the FDAs medial reviewer for adversee�ets, Rihard Kapit, MD. (1986 [219℄, p. 18), reported that the rate of Proza-indued psyhoti mania was threetimes that for the omparison triyli antidepressant. Of the thirty-three reported ases of mania, twenty-threeourred in patients with no history of mania. See also the related disussion in Breggin (1997a [55℄), p. 86.5Amerian Psyhiatri Assoiation (1994) [6℄, p. 330; see also p. 329. Peter Breggin has been a medial expert inases of drug-indued mania that resulted in homiide.6The linial trials for Proza are disussed in detail in Breggin and Breggin (1994 [53℄).7Emslie et al. (1997) [142℄. Breggin (1995 [54℄) �rst notied this ominous �nding of a 6 perent rate of Proza-indued mania in hildren when he read a prepubliation report on Emslie's researh in a psyhiatri newspaper. Ina letter to the newspaper, Breggin warned about the high rates of mania. The newspaper noted that Emslie delinedto respond.8Luvox was being taken by Eri Harris at the time he ommitted the murders at Columbine High Shool in Littleton,Colorado, on April 20, 1999. 63



4.5 Estimated Rates for Drug-InduedMental and Neurologial DisordersIn their widely used drug handbook for dotors, J. S. Maxmen and M. G. Ward (1995) [267℄ sum-marize the available data regarding estimated rates of various adverse drug e�ets9. In the setionsthat follow, our referenes to these rates for drug-indued psyhiatri and neurologial disorders areintended to illustrate the frequeny with whih suh disorders are aused by psyhiatri drugs10.Even though our own estimates are sometimes higher, the rates reported in Maxmen and Ward'shandbook are likely to startle and onern the reader.4.5.1 Anti-Mani Agents: LithiumConfusion and disorientation (22.8 perent of patients, with some studies reporting nearly 40 perent)and memory impairment (32.5 perent).4.5.2 StimulantsRitalin. Psyhosis (less than 1 perent at normal doses), onfusion or dopeyness (2-10 perent),agitation and restlessness (6.7 perent), irritability and stimulation (17.3 perent), and depression(8.7 perent).Amphetamines. This ategory omprises Dexedrine and Adderall, among other drugs. Psyhosis(less than 1 perent in normal doses), onfusion or dopeyness (10.3 perent), agitation and restlessness(more than 10 perent), irritability and stimulation (25 perent), and depression (39 perent!).4.5.3 Benzodiazepine Tranquilizers: Xanax, Valium, Ativan, Klonopin,and OthersConfusion and disorientation (6.9 perent), halluinations (5.5 perent), anxiety and nervousness(4.1 perent), depression (8.3 perent), and irritability, hostility and anger (5.5 perent). Aordingto Maxmen and Ward, mania is partiularly assoiated with Xanax (Maxmen and Ward, 1995 [267℄,p. 287).4.5.4 Triyli Antidepressants: ElavilConfusion and disorientation (11.3 perent) and exitement and hypomania (5.7 perent). However,evidene from other soures suggests even higher rates11.9R. W. Pies (1998) [309℄, for example, drew his basi data from Maxmen and Ward [267℄, who in turn obtainedtheir data from a review of the literature.10Maxmen and Ward [267℄ do not provide rates for the \toxi psyhoses". The nearest related syndromes they reportare \hypomania and mania", \onfusion and disorientation", and the symptoms of halluinations and delusions. Asdesribed in Chapter 3 of the present volume, dotors sometimes speify suh symptoms as memory impairments,agitation, and exitement when, in fat, the patient is su�ering from a more global toxi psyhosis.11Spei�ally after reviewing hospital harts, Davies et al. (1971) [128℄ found even higher rates for \forgetfulness,agitation, illogial thoughts, disorientation, inreased insomnia, and at times, delusional thoughts" among patientswho were taking triyli antidepressants. 64



4.5.5 Proza-Like Antidepressants: ProzaConfusion and disorientation (1.5 perent) and exitement and hypomania (7.3 perent; Maxmenand Ward also note rates as high as 30 perent). As already noted, 6 perent of the partiipants ina reent ontrolled linial trial involving Proza for depressed hildren were fored to drop out dueto Proza-indued mania (Emslie et al., 1997 [142℄).4.5.6 Monoamine Oxidase Inhibitor (MAOI) Antidepressants: ParnateConfusion and disorientation (6.2 perent), mental anxiety and nervousness (2 perent), physialagitation and restlessness (5 perent), exitement and hypomania (17.1 perent, with a range of10-30 perent), myoloni jerks (i.e., musle spasms) (7 perent).4.5.7 Antipsyhotis or NeuroleptisThorazine. Confusion and disorientation (6.8 perent) and depression (13.9 perent).Haldol. Confusion and disorientation (4 perent), mental restlessness and agitation (24 perent),physial restlessness and agitation (24 perent), and exitement (12 perent). Rigidity and autedystonia - disabling, painful musle spasms - our at very high rates (30 perent eah). Theextraordinarily high rates for tardive dyskinesia (TD), as well as the danger of neurolepti malignantsyndrome (NMS), are disussed later in this hapter.4.6 Adverse E�ets Caused by Spei� Psyhiatri DrugsOur review of adverse drug e�ets aross the spetrum of psyhiatri mediations fouses on neuro-logial and mental malfuntions - that is, on malfuntions of the brain and mind - sine these e�etsare most likely to be onfusing to patients, their families, and their dotors. Too often, these e�etsare mistakenly blamed on the patients, \mental illness".4.6.1 StimulantsThis ategory omprises Ritalin and Methylin (methylphenidate), as well as Ritalin SR, Ritalin LA,Conerta, Metadate CD and ER, Methylin ER, and Daytrana (long-ating), Dexedrine and Dextro-Stat (dextroamphetamine or d-amphetamine), Adderall and Adderall XR (dexamphetamine and am-phetamine mixture), Vyvanse (lisdexamphetamine), Desoxyn and Gradumet (methamphetamine)12.Both Cylert (pemoline) and, in Canada, Adderall XR, were disontinued or removed from the marketin February 2005. For a list of stimulants, see Appendix A.We are appalled by the widespread use of stimulants to ontrol and suppress the behavior ofhildren diagnosed with ADHD13. The aim is to orret behavior desribed in terms of hyperativity,impulsivity, and inattention. In atuality, however, stimulants subdue behavior by impairing mentalfuntion, they often ause the very problems they are supposed to orret.Ritalin and the amphetamines have almost idential adverse e�ets. Cylert is less additive, butit has the extreme disadvantage of ausing death due to liver failure in a small number of reportedases.12A detailed analysis of the hazards of these drugs - inluding detailed doumentation of this setion - an be foundin Breggin's \Talking Bak to Ritalin" (1998a) [57℄. See also Breggin (1999a [61℄, 1999b [62℄, 1999 [63℄).13See Breggin's \Talking Bak to Ritalin" (1998a) [57℄. See also Breggin (1999a [61℄, 1999b [62℄, 1999 [63℄).65



Stimulants have a powerful impat on the funtioning of the brain and mind. They an lead toaddition and abuse. Children may give away or sell their stimulants to older hildren, who use themto get high. Parents may illegally use or sell their hildren's Ritalin or amphetamine.In many or most hildren, stimulants routinely ause rebound, involving a worsening of behavioralsymptoms a few hours after the last dose. And espeially with larger or more prolonged dosing, theyan lead to severe withdrawal reations suh as \rashing", whih is haraterized by extreme fatigue,depression, and even suiidal feelings (see Chapter 9).Stimulants an also ause the following: exessive stimulation of the brain, inluding insomnia andseizures, agitation, irritability, and nervousness, onfusion and disorientation, personality hanges,apathy soial isolation, sadness, and, very ommonly, depression. The most harateristi toxipsyhosis from stimulants is mania. In addition, stimulants an ause paranoia, involving fearfuland even violent feelings toward others. Stimulants suh as Ritalin have been used in experimentsto worsen the symptoms of patients labeled shizophreni - a pratie that should be onsideredunethial14.Furthermore, stimulants an ause a variety of emotional disturbanes that are mistakenly on-sidered \therapeuti", inluding attened emotions and roboti behavior. Children who take thesedrugs frequently lose the sparkle in their eyes. The edge omes o� their reativity and vitality. Somebeome zombie-like. When stimulants ause ompliane, Obediene, redued initiative, and reduedautonomy they make hildren easier to manage. But these \therapeuti" e�ets, suh as omplianeor inreased obediene, should be viewed as adverse drug e�ets.All stimulants an ause the very symptoms they are supposed to treat: hyperativity, loss ofimpulse ontrol, and diminished onentration and fous. They an worsen a hild's or adult'sreations to stress or anxiety.Stimulants also ause dizziness, headahe, insomnia, palpitations, abnormally inreased heart rate,inreased blood pressure, ardia arrhythmias (heart attaks due to arrhythmias have been reportedto the FDA), . loss of appetite, weight loss, nausea, vomiting, onstipation, and stomah pain,dry mouth, blurred vision, abnormal liver funtion, musle ramping, tremor, hair loss, ithing andsrathing, severe and life-threatening skin eruptions, bleeding problems, weakened immunity, growthhormone disruption and prolatin hormone disruption. In 2006, following a series of reports of suddendeaths of hildren and adults taking stimulants, the FDA ordered a warning on all stimulant labelsfor dotors not to presribe these drugs to those with heart problems. Ritalin auses liver aner inrats, but this outome has not been reported in humans. One study published in 2004 found evideneof geneti damage, using three di�erent measures, in eah of ten hildren immediately following athree-month ourse of Ritalin treatment. All hildren had tested normal on these measures prior tothe treatment, and had undergone no major diet, weight, or environmental hanges that ould haveaused these hromosomal alterations (El-Zein et al., 2004 and 2006 [140℄).Permanent tis, sometimes ategorized as Tourette's syndrome, are a serious ompliation. Theyoften start in the fae and nek.Stimulants suppress the growth of the body, inluding height and weight. This e�et is mainlydue not to suppression of appetite but to a disruption of growth hormone prodution aused by thedrugs interferene with pituitary funtion. Beause growth hormone a�ets all organs of the bodyoverall growth is suppressed, inluding that of the head and its ontents, the brain.Sine stimulants disrupt growth hormone and suppress growth during hildhood, in addition toausing multiple biohemial imbalanes in the growing brain, we believe they should never beadministered to hildren15.14Ritalin-indued psyhoses are disussed, with itations from the literature, in Breggin (1998a [57℄), pp. 14-20.15Growth inhibition is reviewed in Breggin (1998a [57℄), pp. 25-28 and Breggin (1999a [61℄, 1999b [62℄, 1999 [63℄).There are many studies on�rming growth suppression (e.g., Safer et al., 1975 [330℄) and disruption of growth hormone66



Reently one of the authors had the opportunity to review the animal literature on brain damageand dysfuntion aused by stimulant drugs16. All stimulant drugs an produe lasting abnormal-ities in the brain. The most extensive animal researh has been onduted using amphetamines(Dexedrine, Adderall), whih have been shown to ause permanent biohemial imbalanes and elldeath, even in short-term moderate doses. The high risk of permanent injury to the brain is onemore reason not to presribe these drugs to hildren.4.6.2 Antidepressants That Espeially Stimulate SerotoninThis ategory omprises Proza and Sarafem (uoxetine), Zoloft (sertraline), Paxil and Paxil CR(paroxetine), Celexa (italopram), Lexapro (esitalopram), Luvox (uvoxamine), and E�exor (ven-lafaxine). See Appendix A for a omplete list of antidepressants.Proza was the �rst seletive serotonin reuptake inhibitor (SSRI) approved for use in the UnitedStates. It was followed by Zoloft, Paxil, and Luvox. Luvox was approved for obsessive-ompulsivedisorder. E�exor is not an SSRI, its diret impat is not limited to serotonin. Nonetheless, its adversee�ets are similar to those of Proza.Serious ritiisms of these drugs have been published for nearly 15 years now17. Despite the greathype surrounding these drugs, and despite their widespread use, there is little sienti� evidene fortheir eÆay as antidepressants. The promise that they would have few harmful e�ets has not beenful�lled. During the �rst 12 years after its initial marketing, over 40,000 reports of adverse e�etsfrom Proza were submitted to the FDA. No other drug omes lose.SSRIs were tailored to blok the removal of the neurotransmitter serotonin from the synapse inorder to ause inreased �ring of serotonin nerves. However, the brain is muh more omplex thanthis desription implies. When serotonergi nerves are overstimulated, they tend to beome lesssensitive. This \downregulation" does not return to normal immediately after the drug is stopped.Whether downregulation an beome permanent in this partiular system has not been studied, butwe believe it poses a serious risk to the brain.These drugs are apable of produing e�ets very similar to those of amphetamine or metham-phetamine, inluding an arti�ial feeling of well-being or energy, anxiety agitation, and insomnia.Proza and E�exor are espeially stimulating. The others an ause somnolene or insomnia. Likethe amphetamines and all antidepressants, these drugs ause mani psyhoses. As noted earlier, the�rst published randomized ontrolled trial of Proza in hildren found that 6 perent of hildrentaking it beame mani and had to stop the drug (Emslie et al., 1997 [142℄). Upon withdrawal, somepatients may \rash" into depression and experiene suiidal thoughts or ommit ations similar tothose assoiated with stimulants (see Chapter 9)18.We have seen patients beome very disturbed and violent, espeially when the dosage is hanging(as when a patient starts, inreases, redues, or stops the drug). Drug-indued loss of impulse ontrolas well as agitation and mania are among the potential auses. Proza an also produe akathisia -haraterized by a feeling of being tortured from within - whih is probably one of its mehanismsfor ausing self-destrutive or violent behavior. Jonathan O. Cole, professor of psyhiatry at Harvardand a partiipant in studies of Proza, has seen ases of \obsessive suiidal thoughts" related to it19.yles (reviewed in Jaobovitz et al., 1990 [210℄).16For the sienti� ommunity, Breggin (1998d [60℄, 1999a [61℄, 1999b [62℄, 1999 [63℄) has reviewed stimulantadverse e�ets inluding persistent and irreversible brain hanges, suh as ell death.17Dukes (1997) [137℄, Medawar (1997) [272℄, and Moore (1997) [286℄. The most omprehensive ritiisms an befound in Breggin and Breggin (1994 [53℄), with an update in Breggin (1997a [55℄).18Breggin (1992a [50℄) reported a ase of depression upon withdrawal from Proza.19Shatzberg, Cole, and DeBattista (1997) [331℄, p. 77. Cole ites Fisher et al. (1992), who demonstrated aninreased rate of suiidality among patients on Proza ompared to those on trazodone.67



Cole believes that the adverse reation is \rare" but adds, \However, some psyhiatrists do onsiderwarning patients to hek in or stop the mediation should new, bizarre suiidal ideation our".Numerous suiide and murder ases have involved patients who have taken SSRIs for a few days orlonger. The �rst ase to go to ourt against Eli Lilly the manufaturer of Proza, was seretly settledby the ompany during the trial in order to mislead the judge and jury into providing a verdit in itsfavor. Although the judge hanged the jury verdit to \settled with prejudie", Lilly still publilylaims to have won a jury verdit20.The �rst ase to go to trial against GlaxoSmithKline and Paxil involved a sixty-year-old man whosu�ered from depression but had never before been violent or suiidal. After his seond dose of Paxil,he killed his wife, daughter, and their granddaughter before killing himself. The judge found thatthere was sienti� basis for permitting expert testimony impliating Paxil in murder and suiide,and the jury returned a verdit of $6.4 million against GlaxoSmithKline.As doumented in Peter Breggin's introdution, the FDA has �nally admitted that all of the newantidepressants - inluding the SSRIs, Wellbutrin, E�exor, and Cymbalta - inrease suiidal behaviorin hildren and adults. The FDA's advisory ommittee has suggested limiting the warning aboutadult suiidality to \young adults", but the distintion is absurdly arti�ial. The data was generatedby very limited ontrolled linial trials and the �nding must be taken seriously for all ages.In some ways more important, the FDA now requires a warning about the stimulant or ativationsyndrome indued by all of the newer antidepressants. Consistent with observations �rst publishedby Breggin in a series of books and sienti� artiles beginning in 1991, this partiular group ofdrug-indued symptoms inludes aggression and hostility. Spei�ally, the antidepressant labelsare now required to warn that the drugs are assoiated with the prodution of \anxiety agitation,pani attaks, insomnia, irritability, hostility, aggressiveness, impulsivity, akathisia (psyhomotorrestlessness), hypomania, and mania".As noted in the Introdution, the FDA also added a setion entitled \WARNINGS - ClinialWorsening and Suiide Risk", stating that adults \should be observed similarly for linial worseningand suiidality, espeially during the initial few months of a ourse of drug therapy or at times ofdose hanges, either inreases or dereases".There should no longer be any doubt that the antidepressants ause an inrease in suiidal and20Breggin and Breggin (1994 [53℄) and Breggin (1997a [55℄) review the evidene for suiide and murder ommittedby individuals taking SSRIs. Peter Breggin has been a medial expert in some of the produt liability ases broughtagainst Eli Lilly, the manufaturer of Proza. Among these was the Wesbeker ase, the only one thus far to go toourt. (For testimony, see Breggin, 1994 [53℄). Wesbeker shot twelve people, killing eight, and then shot himself todeath. His psyhiatrist suspeted that Wesbeker had beome psyhoti on Proza and stopped it shortly before thetragi violene ourred. As noted, this partiular ase was seretly settled by the drug ompany during the trial.However, news of the settlement was withheld from the judge and the jury and the plainti�s presented a watered-downase to the jury in order to bring about a more ertain vitory for Lilly. In short, the plainti�s seretly took money inreturn for whih, in ooperation with Lilly they manipulated the trial. After the trial, the judge, John Potter, beameoutraged when he disovered these manipulations. He hanged the verdit from \dismissed without prejudie by thejury" to \settled with prejudied". The Kentuky Supreme Court found that Lilly had manipulated the legal systemand possibly even ommitted \fraud". (See Trial ourts authority 1996 [371℄; Gibeaut, 1996 [174℄; and Varhaver,1995 [379℄. Disussed in more detail, and with additional itations, in Breggin, 1997a [55℄). Lilly ontinues to makefalse laims that it won a jury verdit in the Wesbeker ase. In response to news in 1998 that a youngster was takingProza at the time he allegedly killed his parents and shot several lassmates, Lilly issued a statement in defense ofProza through the Assoiated Press (1998) [23℄. Aording to this AP release, in the Wesbeker ase \the vitim'sfamilies sued Lilly, but a jury found Proza wasn't responsible". In fat, Lilly paid o� the families before the trialwas over in return for their ooperation in presenting a weaker ase to the jury. Also aording to the AP release,Lilly has \suessfully argued" in \sores of ourt ases" that Proza was not the ause of violene. In fat, no otherProza produt-liability ases had gone to ourt. Sine then, in April 1999, Eli Lilly �nally won a jury trial in theU.S. Distrit Court of Hawaii in the ase of Forsyth v. Eli Lilly (Civil No. 95-00185ACK). Peter Breggin, who wasnot involved in the Forsyth ase, has also been a medial expert in several ases of Proza-related suiide or violenethat were quietly settled. 68



violent behavior, as well as mania, and that they often lead to a general worsening of the patientsmental ondition. Drasti hanges leading to destrutive and riminal behavior often happen shortlyafter starting the drug or around dose hanges, up or down; but they an our at any time.Withdrawal reations also our with these drugs and an be very severe (Chapter 9). Manypatients beome despondent, tearful, emotionally unstable and suiidal while trying to withdrawfrom these drugs. A large number su�er from bizarre neurologial disturbanes suh as shok-likepains in the head and weird sensations in the skin. A signi�ant number deide to resume takingthe drugs beause the proess of withdrawal feels too painful to endure.Beause this group of drugs an ause agitation and anxiety they an lead to the inreased useof alohol and other alming drugs. We have seen reovered aloholis resume their drinking afterstarting on Proza.Patients who take these drugs often experiene attened or dulled feelings. Families report thatthey are less attentive, aring, or loving. Sexual dysfuntions are ommon. Some patients beometired and even sleepy instead of agitated, partiularly on Paxil and Zoloft.Espeially when ombined with other drugs that stimulate serotonin, these drugs an produeserotonergi rises involving agitation, delirium, musle spasms (myolonus), various neurologialabnormalities, and elevated body temperature. Some reports submitted to the FDA onern Proza-indued tardive dyskinesia.Many patients initially experiene weight loss when taking SSRIs. While some people may welomethis e�et, it an be harmful to those already su�ering from lak of appetite and exessive weight loss.Furthermore, over a period of months this drug e�et tends to reverse, and many people experieneweight gain leading to obesity.The blunting e�ets of SSRIs on libido and sexual funtioning are now well established. In largesurveys of thousands of patients in the United States and abroad, rates of SSRI-indued indued sex-ual dysfuntions reah upwards of 40 perent (Clayton et al., 2002 [91℄; Williams et al., 2006 [390℄),and in smaller studies, up to 70 perent of patients on Paxil and Zoloft reported sexual dysfuntions(Kennedy et al., 2000 [225℄). Yet, the authors of one suh survey onluded that \Physiians onsis-tently underestimated the prevalene of antidepressant-assoiated sexual dysfuntion" (Clayton etal., 2002 [91℄). Reently reports of sexual adverse e�ets-total libido loss, loss of genital sensitivityand genital anesthesia - persisting months and years after essation of SSRIs have begun to surfae,leading some to suggest that these drugs may be permanently altering gene expression21.
4.6.3 Triyli AntidepressantsThis ategory omprises imipramine (Tofranil, Imavate, Presamine, SK-Pramine, Janimine), de-sipramine (Pertofrane, Norpramin), amitriptyline (Elavil), nortriptyline (Aventyl, Pamelor), pro-triptyline (Vivatil), doxepin (Sinequan, Adapin), trimipramine (Surmontil), and Anafranil (lomipramine).Probably all antidepressants are apable of ausing seizures and mani psyhoses. Even relativelysmall doses an result in dulled and attened feelings or agitated and \wired" feelings. Most triyliantidepressants have a variety of antiholinergi e�ets inluding blurred vision, dry mouth, onsti-pation, diÆulty urinating, and ardia arrhythmias that sometimes prove fatal, espeially amongadults with heart problems and among hildren and the elderly. They frequently ause seriouswithdrawal reations (see Chapter 9).21Bolton et al. (2006) [43℄; Csoka and Susko. (2006) [125℄.69



4.6.4 Atypial AntidepressantsThis ategory omprises Asendin (amoxapine), Desyrel (trazodone), E�exor (venlafaxine), Ludiomil(maprotiline), Remeron, Remeron Sol Tab, Remeron RD, Cymbalta (duloxetine), and Wellbutrin,Wellbutrin SR, Wellbutrin XL or Zyban (buproprion). See Appendix A for a omplete list. Followingan unexpetedly high number of reports of severe liver injuries, Serzone was withdrawn from theCanadian market in November 2003 and from the United States in May 2004.Of extreme importane is the fat that the antidepressant Asendin is onverted into a neuroleptiwithin the body produing the same problems as those assoiated with other neuroleptis, inludingtardive dyskinesia and neurolepti malignant syndrome (see below). For this drug, the FDA requireslass warnings regarding TD and NMS.Ludiomil and Remeron are lassi�ed along with Asendin as tetrayli ompounds. Seizures andinvoluntary abnormal movements (extrapyramidal symptoms) have been reported in assoiation withLudiomil. Remeron is relatively new; hene its pro�le of adverse e�ets is less understood. Many ofthe adverse e�ets of other antidepressants, inluding the triylis, should be onsidered in regardto these three drugs. Remeron, in partiular, tends to indue sedation as well as dizziness, weightgain, and low blood pressure. Cardiovasular problems have been reported in onnetion with bothdrugs. Like all antidepressants, they an ause toxi psyhoses, inluding mania and delirium.E�exor (venlafaxine), mentioned earlier as a drug that stimulates serotonin, also stimulates nore-pinephrine neurotransmission in the brain. However, its e�ets are very similar to those of Proza,inluding stimulation, anxiety nervousness, insomnia, loss of appetite, and weight loss. In addition,it an ause agitation and mania, hostility paranoid reations, psyhoti depression, toxi psyhosis,and hypertension.Serzone (nefazodone) also stimulates serotonin and norepinephrine, but it has other e�ets as well.It is more likely to ause sleepiness than insomnia. It an produe lightheadedness, onfusion, memoryimpairment, and hypotension. And it an lead to hostility, paranoid reation, suiide attempts orideation, derealization and depersonalization, and halluinations. As he did in regard to E�exor, T.Moore (1997) [286℄ reviewed the FDA data generated during the approval proess for Serzone. Hefound that suiides and suiide attempts were several times more frequent among patients on Serzonethan on plaebos.Desyrel (trazodone) tends to ause sedation, dizziness, and fainting. It an lead to heart problemsin ardia patients. And among men it an ause a potentially serious adverse reation alled priapism- unontrolled, irreversible penile eretion that sometimes requires surgial orretion.Wellbutrin (buproprion) produes an unusually high rate of seizures. It is known to be verystimulating and agitating, ausing anxiety, nightmares, and mani psyhoses. In 1997, this verysame drug, marketed as Zyban, was approved by the FDA as an aid for smoking essation.Duloxetine (Cymbalta) arrived on the antidepressant market in August 2004, when it was alsoapproved for the treatment of diabeti neuropathi pain. A reent review summarized its most fre-quently observed adverse e�ets as \nausea, dry mouth, onstipation, diarrhea, dereased appetite,weight loss, feeling of fatigue, dizziness, somnolene, hypohidrosis [lak of sweating℄, dereased li-bido and eretile dysfuntion" (Balhara et al., 2007 [26℄). A systemati review of its linial trialsby the independent medial journal Presrire Internaional onluded that \In pratie, duloxetineurrently has no plae in the treatment of depression or diabeti neuropathy. Its eÆay has notyet been demonstrated to be even equivalent to that of other available drugs, and it has too manyadverse e�ets, given this degree of unertainty"22. Another independent newsletter, noting that themanufaturer Eli Lilly laims that Cymbalta has speial value in managing the painful symptoms ofdepression, onluded, \At this time, any laim that duloxetine is useful for managing pain is ground-22Duloxetine; New indiation (2006) [138℄. 70



less" (Wolfe, 2005 [393℄, p. 3). Even more ominous, in 2004-2005 Cymbalta reeived onsiderablenegative press surrounding the suiide of nineteen-year-old Tray Johnson and several other volun-teers who took the drug in the initial linial trials for depression (Lenzer, 2005 [250℄). Nonetheless,undoubtedly as a result of Eli Lilly's vigorous marketing and advertising ampaign to dotors andthe publi, sales of Cymbalta jumped 85 perent in 2006 (Russell, 2007 [327℄).4.6.5 Monoamine Oxidase Inhibitor (MAOI) AntidepressantsThis ategory omprises Parnate (tranylypromine), Marplan (isoarboxazid), Nardil (phenelzine),Eldepryl (selegiline), and Manerix (molobemide, available in Canada).Parnate is hemially similar to amphetamine and is very stimulating. Eldepryl was approved forthe treatment of Parkinson's disease, and not for depression.Although all antidepressants an ause toxi psyhoses inluding mania, the MAOIs are partiu-larly prone to these potentially life-ruining adverse reations. They often produe mental abnormal-ities suh as dulling of feelings or delirium. Espeially when ombined with ertain foods and drugs,they an also ause life-threatening hypertensive rises (involving violent headahes and possiblestrokes) as well as serotonergi rises (involving agitation, delirium, musle spasms, various neuro-logial abnormalities, and elevated body temperature). These food and drug reations an lead tooma or death. Patients and families should be warned about suh problems in advane23. MAOIsinterat espeially dangerously with stimulants and antidepressants.MAOIs have many of the same side e�ets as those typially assoiated with other antidepressants,but they also inlude hypertensive rises, low blood pressure, extreme fevers (hyperpyreti reations),sexual dysfuntion, daytime sedation, nighttime insomnia, exessive stimulation, musle pain, andmusle spasms.Years ago these drugs went out of favor beause of their dangers and questionable eÆay. With theresurgene of biologial psyhiatry and the disappointing results obtained with other antidepressants,they are again in vogue.Manerix is urrently available in Canada but not in the United States. Although it does notsuppress monoamine oxidase for as long as the other drugs in this lass and is onsidered less of arisk for produing hypertensive rises when ombined with ertain foods, it shares a similar adversereation pro�le with the other MAOIs, inluding stimulation, insomnia, anxiety and agitation, andoasionally aggressive behavior. Liver problems have been reported in a small perentage of patients.4.6.6 Benzodiazepines Presribed for Anxiety and InsomniaThis ategory omprises Ativan (lorazepam); Klonopin (lonazepam); Librium, Librax, and Limbi-trol (hlordiazepoxide); Paxipam (halazepam), Serax (oxazepam), Tranxene (lorazepate), Valium(diazepam); and Xanax (alprazolam)24.These drugs are presribed for anxiety, pani attaks, and related problems. They are also pre-sribed for insomnia. The benzodiazepines most ommonly presribed for insomnia are Halion(triazolam), whih is banned in England; Dalmane (urazepam), Doral (quazepam); Prosom (esta-zolam); and Restoril (temazepam). Versed (midazolam) is also used in injetable form for anesthesia.When they �rst ame out in the 1960s, benzodiazepines were promoted as relatively safe and freeof the well-known addition problems assoiated with barbiturates. Nothing ould be further from23Dietary instrutions an be found in Bezhlibnyk-Butler and Je�ries (2005) [38℄.24A detailed analysis of the hazards of these drugs - inluding doumentation of the observations in this setion -an be found in Breggin (1997a [55℄, 1998b [58℄). 71



the truth. Consider Xanax, for example. Most patients taking this drug for even a few weeks willdevelop serious withdrawal problems, and many, if not most, will have trouble disontinuing themediation. In fat, it an be dangerous to stop any benzodiazepine too abruptly (see Chapter 9).Espeially in the ase of short-ating agents suh as Xanax or Halion, withdrawal symptoms anour on a daily basis in between doses. These often manifest as a rebound worsening of the originalanxiety symptoms. The individual an end up yling between withdrawal and intoxiation fromdose to dose throughout the day.In addition to addition and withdrawal reations, patients taking benzodiazepines fae hazardssimilar to those who abuse alohol. Intoxiation an sneak up on users without their realizing it.They an develop slowed thinking, slurred speeh, lak of oordination, lumsiness and impairedwalking (ataxia), tremor, poor judgment, and drowsiness. Drugged feelings and hangovers withamnesia are not unommon.Benzodiazepines work by produing a ontinuum of suppression of the brain. Initially, for somepeople, this suppression is experiened as relaxation or a redution in anxiety and tension, an e�etsimilar to that of alohol. As the dose inreases, sleep and eventually oma are produed. The drugswork by impairing brain funtion, whih is sometimes experiened as relief from tension or anxiety.Beause they suppress overall brain funtion, all drugs that are used to redue anxiety or toindue sleep will also impair high mental funtions, inluding thinking and memory. While only afew studies have attempted to examine this danger, the long-term use of any suh drug, espeiallyin higher doses, should be viewed as posing a risk of irreversible mental dysfuntion. One reviewof several studies found that after withdrawal from long-term benzodiazepine use, \there remains asigni�ant impairment in most areas of ognition in omparison to ontrols or normative data". Theauthors onluded, \there may be some permanent de�it or de�its that take longer than 6 monthsto ompletely reover" (Barker et al., 2004 [28℄).Benzodiazepines an ause severe amnesia. Students taking them in order to sleep may losea substantial part of their memory for the material they studied that same evening. The drugsan produe onfusion, paranoia, and paradoxial reations suh as exitement, agitation, and rageand violene. They an ause toxi psyhosis. (Xanax is espeially known to ause mania). Theyommonly worsen depression and may lead to suiide. Like alohol, they often make people irritableand impulsive. We know of individuals who have ommitted violene after taking just a few dosesof these drugs. In ases of longer-term benzodiazepine toxiity users may lose their judgment andperform senseless, out-of-harater ats of theft or other riminal ativities25.Halion, a benzodiazepine used for induing sleep, has been banned in England beause it ausesso many mental abnormalities, inluding depression and paranoia26. Versed, a very short-atingbenzodiazepine used for anesthesia, ommonly auses behavioral abnormalities following its use foranesthesia. We have seen a ase in whih the emotionally disturbing e�ets of Versed appear to havebeen long-lasting. Versed should be onsidered a very hazardous drug.Benzodiazepines an ause musular twithes and other abnormal movements that are so severe asto be mistaken for seizures. Like many psyhiatri drugs, benzodiazepines an also ause headahe,visual problems, and a variety of gastrointestinal disturbanes.4.6.7 Non-Benzodiazepines Presribed for Anxiety and InsomniaThis ategory omprises newer drugs suh as Ambien (zolpidem), Lunesta (zopilone), Sonata (za-leplon), as well as drugs on the market for deades, suh as Atarax or Vistaril (hydroxyzine), beta-25See Breggin (1997a [55℄, 1998b [58℄) for a detailed analysis of the adverse behavioral and mental e�ets of benzo-diazepines.26For doumentation of the banning of Halion in England, see Assher (1991) [22℄ and Brahams (1991) [44℄.72



adrenergi blokers (beta-blokers) inluding Inderal (propranolol) and Tenormin (atenolol), BuSpar(buspirone), Miltown (meprobamate), and Tranopel (hlormezanone).Drugs suh as Lunesta, Sonata, and Ambien have been very widely advertised to the publi andto dotors as safe and almost magially e�etive sleeping pills. Free samples are routinely o�eredto patients in various promotional strategies, and, as expeted, the drugs have beome inreasinglypopular, even among young persons. Unfortunately, virtually every available review of the evideneonludes that their bene�ts may be mostly illusory but their risks quite real. In linial trials heavilybiased in favor of these drugs, they sueed in adding mere minutes of sleep in omparison to plaebo,while arrying muh more risk of daytime fatigue, memory loss and other ognitive impairments, aswell as morning-after diÆulties with motor oordination (Glass et al., 2005 [177℄). Older people,espeially those over 70 and 80 years of age, remain the most frequent and long-term users of sedativesand hypnotis, but non-drug methods to indue and maintain sleep in older persons are onsistentlyfound to be superior, safer, and more durable (Sivertsen et al., 2006 [346℄).A variety of non-benzodiazepines are used for sleep and for the ontrol of anxiety. Miltown isadditive and subjet to abuse, and is very muh like the benzodiazepines in its pro�le of adversereations. Tranopel an ause many of the adverse e�ets assoiated with other sedative drugs,inluding onfusion and depression. Severe skin rashes have also been reported.Ambien, like the benzodiazepines, an ause drowsiness, onfusion, awkward gait, fatigue, headahe,nausea, and memory problems. It an also ause dizziness and inoordination, resulting in falls, toxipsyhosis, halluinations, and nightmares, various sensory disturbanes, and disinhibition (bizarre ordangerous behavior). Oasional reports and our own linial experiene suggest that it an produedependene. In 2003, Ambien appeared on the list of psyhotropi drugs of abuse of the UnitedNations' Vienna onvention.Atarax or Vistaril is an antihistamine with sedative qualities. We have seen ases of abuse of thisdrug, usually in ombination with multiple additions.BuSpar an ause headahes, dizziness, and nausea. It an also produe tension or anxiety,abnormal dreams, delirium, and psyhoti mania.Barbiturates, whih are presribed to indue sleep and, sometimes, to redue anxiety, inludeAmytal (amobarbital), Butisol (butabarbital), Mebaral (mephobarbital), Nembutal (pentobarbital),phenobarbital (generi), and Seonal (seobarbital).Barbiturates are highly additive and produe toxi symptoms similar to those of alohol andthe benzodiazepines, inluding sedation, lumsiness, slurred speeh, and poor judgment. They alsoprodue a withdrawal syndrome similar to that of alohol and the benzodiazepines. They an auseparadoxial reations suh as exitement, hyperativity and aggression. They an also ause hallu-inations and depression. Extreme behavioral abnormalities are espeially ommon among hildrenand the elderly.Other ommon problems assoiated with the use of barbiturates inlude dizziness or lighthead-edness, nausea and vomiting, diarrhea, musle ramps, and hangovers. Aording to one of the fewstudies of long-term adverse e�ets on mental funtion, relatively small doses of phenobarbital inhildren resulted in a measurable redution in IQ. The drug had been administered over the longterm for the prevention of seizures indued by high fevers. As emphasized earlier in the hapter,all drugs that suppress anxiety or indue sleep should be suspeted of ausing irreversible mentaldysfuntion when used over the long term.Any drug assoiated with redution of anxiety or inreased sleep should also be suspeted ofausing tolerane - an inreasing need for larger doses - as well as dependene. This is espeially true ofthe benzodiazepines and barbiturates, but aution is suggested in ases of sedation or tranquilizationfrom almost any drug. There is no \free ride". If the drug has a signi�ant impat, the brain willlikely try to ompensate, produing the potential for rebound and withdrawal symptoms.73



Beta-blokers suppress the heart rate, thereby reduing one of the most disturbing symptomsassoiated with aute anxiety - the pounding heart. They are also used in mediine to slow the heartrate.Beta-blokers have more negative e�ets on brain funtion than many dotors realize. Drugs suhas Inderal an ause serious depression in some patients (Bender, 1998 [34℄). More ommonly, theyan ause sedation and slow down the thinking proess in a manner that physiians desribe as\louding the sensorium". They an bring about a feeling of being \washed out" or lethargi. Theyan ause overstimulation, delirium, anxiety, nightmares, and more extreme psyhoti symptoms suhas halluinations. They an also produe impotene, gastrointestinal upsets, low blood pressure, andslowed heart rate. A dangerous possibility is the onstrition of the respiratory trat (bronhospasm).Withdrawal an be a problem as well, in that it an result in rebound or inreased heart rate andblood pressure.4.6.8 Lithium, Antionvulsants, and Other \Mood Stabilizers"This ategory omprises several di�erent drugs from di�erent lasses. They inlude Lithium (Es-kalith, Lithane, Lithobid, Lithotabs) and the anti-epilepti or antionvulsant mediations, inludingTegretol (arbamazepine), Depakene (valproi aid) and Depakote (divalproex sodium), Neurontin(gabapentin), Lamital (lamotrigine), Topamax (topimarate), and Trileptal (oxarbazepine). Otherdrugs presribed as mood-stablizers inlude Klonopin (lonazepam), Calan (verapamil), and Catapres(lonidine). See Appendix A for a omplete list.These drugs are supposed to ontrol mania or to redue mood swings, whih psyhiatrists om-monly all \bipolar disorder". Faed with disappointing results from the use of lithium, psyhiatryturned to the use of antionvulsants, three newer ones of whih were approved by the FDA for thetreatment of aute mania and bipolar disorder between 1994 and 2000. These drugs probably all havetheir e�et by ausing sedation and overall depression of the entral nervous system. In 2006, how-ever, as disussed in David Cohen's Introdution, there appeared several reports on the largest-everstudy (nearly 1,500 patients) of the drug treatment of bipolar disorder. The study was unusual in thatit was not funded by the drug industry, and it enrolled a broadly representative sample of patientsdiagnosed with bipolar disorder from aross the ountry. The patients were seen as often as liniallydesired, and the study laimed to use the \best available" drug treatments (mostly antionvulsants,antipsyhotis, lithium, and lonazepam) in addition to a standard psyhosoial intervention. Theresults: only 28 perent of treated individuals ahieved remission without experiening a reurreneof major symptoms during the two-year follow-up (Perlis et al., 2006 [304℄).Lithium attens emotions by blunting or onstriting the range of feeling, resulting in varying de-grees of apathy and indi�erene. It also slows down the thinking proesses. This drug-indued men-tal and emotional sluggishness should be onsidered lithiums primary \therapeuti" e�et. Lithiumsometimes redues the likelihood that a patient will beome \high" or mani - but at the ost ofbrain dysfuntion27.Many people experiene inreasing memory problems after taking lithium for months or years.Their ability to work an beome impaired.Dotors and patients often mistakenly attribute these problems to other auses suh as hronifatigue syndrome, depression, or \old age". When the lithium is redued or stopped, many peopleexperiene a rebirth of their ognitive and emotional apaities. Some patients, however, �nd thattheir mental faulties do not fully reover after years of lithium treatment.Lithium an ause hypothyroidism, ardia arrhythmias, weight gain, stomah disomfort anddiarrhea, skin diseases suh as severe ane and rashes, hair loss, tremor, an awkward gait, and27An extensive review of adverse e�ets of lithium is found in Breggin (1983 [46℄, 1997a [55℄).74



serious disorders of the kidneys. It an ause serious, life-threatening toxiity of the brain, whihmay reep up on users whose judgment has beome impaired by the same toxi proess. For thesereasons, routine blood levels are required to keep trak of potential intoxiation. It an ause aninreased white ount; onern has been expressed about its possibly ausing leukemia. And, �nally,lithium is known to ause birth defets, inluding heart malformations, and to suppress the brainof the fetus or nursing baby, leading to aidity and lethargy. Withdrawal from lithium ommonlyresults in mania (see Chapter 9).Depakote (Depakene) is somewhat similar to benzodiazepines and alohol in that it an ausesedation, tremor, and diÆulty walking. It an also ause behavioral abnormalities, inluding on-fusion or delirium. Over the long term it may impair mental abilities, and on rare oasions it hasbeen known to ause liver failure. It an also ause weight gain, stomah upset, hair loss, rash,panreatitis, and blood lotting problems.Clonidine (Catapres) is an antihypertensive drug that an ause sedation and thus has founda plae in psyhiatri use. If withdrawn too quikly, it an produe rebound hypertensive rises.It an also ause many psyhiatri problems inluding insomnia, nightmares, anxiety restlessness,depression, and, more rarely, halluinations.Klonopin, a benzodiazepine, an ause all the problems assoiated with this lass of drugs, inlud-ing dependene (see above). It is FDA approved for both seizures and pani attaks.Tegretol is losely related to the triyli antidepressants and an ause all of the problems asso-iated with them (see above). It poses a speial danger of bone marrow suppression, involving lossof blood ells. Patients and their families need to be alert to early signs of this ondition, inludingfever, sore throat, and tiny bleeding spots (petehiae) in the skin. Other side e�ets inlude sedation,fatigue, nausea, and lightheadedness. Higher doses an produe signs of neurologial intoxiation,inluding lak of oordination of the musles. When the musles of the eyes are a�eted, seeingdouble may result. Liver funtions may show up as abnormal upon testing, and, more rarely livertoxiity may develop. Cardia funtion an also be impaired. Rashes are ommon.Calan, a alium-hannel bloker, is an agent used to treat ardia disorders, but it an ausea variety of ardiovasular problems. Dizziness, headahe, and nausea are ommon; high doses anresult in sedation and lethargy. More rare are suh serious adverse e�ets as ardia arrhythmiasthat don't respond well to treatment, liver toxiity, and severe low blood pressure with fainting. Theheart and blood pressure status of patients taking this drug should be heked for baseline and thenfor potential adverse drug e�ets.Many benzodiazepines, anti-seizure mediations and anti-hypertension drugs are used as moodstabilizers beause of their sedating e�ets. The benzodiazepines and anti-seizure drugs should begradually tapered to avoid withdrawal seizures, and the anti-hypertension drugs should be graduallytapered to avoid rebound spikes in blood pressure. An experiened health professional should beonsulted about the length of time and dose shedule required for withdrawing from these drugs,many of whih are listed in Appendix A.4.6.9 Antipsyhoti (Neurolepti) DrugsThe available neuroleptis or antipsyhotis - previously alled major tranquilizers - inlude phe-nothiazines and other drugs28. The phenothiazines inlude Compazine (prohlorperazine), Etra-fon (antidepressant plus Trilafon), Mellaril (thioridazine), Prolixin (uphenazine), Serentil (mesori-dazine), Stelazine (triuoperazine), Thorazine (hlorpromazine), Tindal (aetophenazine), Trilafon(perphenazine), and Vesprin (triupromazine).28Adverse e�ets of neuroleptis on the entral nervous system (CNS) are disussed extensively in Breggin (1983a[46℄, 1990 [48℄, 1991 [49℄, 1993 [52℄, 1997a [55℄). 75



Other neuroleptis inlude Haldol (haloperidol), Inapsine (droperidol), Loxitane (loxapine), Moban(molindone), Navane (thiothixene), and Taratan (hlorprothixene).\Atypial" or \seond- or third-generation" antipsyhoti drugs urrently inlude Clozaril (loza-pine), Risperdal and Risperdal Consta (risperidone), Seroquel (quetiapine), Zyprexa (olanzapine),Geodon (ziprasidone), Abilify (aripriprazole), and Invega (paliperidone, approved by the FDA inDeember 2006). Serlet (sertindole) was approved by the FDA in 1996 but never atually marketedin the United States beause of later onerns over major ardia e�ets. See Appendix A for a listof most antipsyhoti drugs.Orap (pimozide) is a neurolepti that auses an espeially high rate of adverse e�ets. In one lini-al trial involving twenty patients, reported in the 1998 Physiians' Desk Referene [307℄, many of thepatients su�ered serious neurologial impairments, inluding sedation (fourteen patients), akathisiaor inner agitation ausing hyperative movements (eight patients), akinesia or slowed movements(eight patients), adverse behavior e�ets (�ve patients), and impotene (three patients). Orap wasapproved by the FDA for treating tis assoiated with Tourette's disorder, but not for treatingpsyhosis. Nonetheless, the manufaturer, in its drug label, refers several times to Orap as an \an-tipsyhoti", and some dotors use it for that purpose.Sertindole and ziprasidone are other atypial neuroleptis urrently undergoing or having reentlyundergone the FDA approval proess. These drugs are intended for use in the ontrol of psyhotipatients, usually those diagnosed with shizophrenia or aute mania.Neuroleptis have their main impat by blunting the highest funtions of the brain in the frontallobes and the losely onneted basal ganglia. They an also impair the retiular ativating or\energizing" system of the brain. These impairments result in relative degrees of apathy, indi�erene,emotional blandness, onformity and submissiveness, as well as a redution in all verbalizations,inluding omplaints or protests. It is no exaggeration to all this e�et a hemial lobotomy.Contrary to laims, neuroleptis have no spei� e�ets on irrational ideas (delusions) or per-eptions (halluinations). Like all other psyhiatri drugs, they have the same impat on healthyanimals, healthy volunteers, and patients - namely, the prodution of apathy and indi�erene. Theyare even used in veterinary mediine to ontrol violent animals. Most veterinarians, however, do notuse them for long periods of time beause they are onsidered too dangerous.All neuroleptis produe an enormous variety of potentially severe and disabling neurologialimpairments at extraordinarily high rates of ourrene; they are among the most toxi agents everadministered to people.
4.7 Tardive Dyskinesia Caused by AntipsyhotisTardive dyskinesia (TD) is a ommon and yet potentially disastrous adverse reation to all of theantipsyhoti or neurolepti drugs. TD involves irreversible abnormal movements of any of thevoluntary musles of the body. It ommonly a�its the fae, eyes, mouth, and tongue, as well as thehands and arms, feet and legs, and torso. It an also a�et breathing, swallowing, and speeh. Insome ases, spasms of the eyes are so severe that the person annot see.One variant of TD is tardive dystonia, whih involves painful spasms, often of the fae and nek.Tardive dystonia an be dis�guring and disabling, potentially impairing even the ability to walk.Another variant of TD is tardive akathisia. The individual is virtually tortured from inside hisor her own body as feelings of irritability and anxiety ompel the person into onstant motion,sometimes to the point of ontinuous su�ering. We agree with T. van Putten and S. Marder who76



observe that akathisia, \in the extreme ase, an drive people to suiide or to homiide"29.Neuroleptis atually suppress the symptoms of tardive dyskinesia while the disease is developing.As a result, the a�ited individual, the family or the dotor may not reognize the impairment untilthe symptoms break through or until the drug dosage is redued.The rates of TD are extremely high. Many standard textbooks estimate a rate of 5 perent to 7perent per year in healthy young adults. The rate is umulative so that 25 perent to 35 perent ofpatients will develop the disorder in �ve years of treatment. Among the elderly rates of TD reah 20perent or more per year30. For a variety of reasons, inluding the failure to inlude tardive akathisiain estimates, the atual rates are probably muh higher for all patients31.We have seen the lives of numerous individuals and their families wreked by tardive dyskinesia.In many ases, patients and their families were not informed by dotors about the dangers of TD32. Inother instanes, several dotors - one after another - ignored obvious symptoms of the disorder. Oftenthe drug dose was mistakenly inreased instead of being redued and stopped. The failure to stopthe drugs at the �rst sign of the disorder resulted, in these ases, in painful, severely inapaitating,dis�guring twithes and spasms. The a�ited individuals were unable to work or to arry on a normalfamily or soial life. Often they beame depressed, felt humiliated by their physial appearane, andwithdrew from loved ones.4.8 Neurolepti Malignant SyndromeAnother disastrous reation aused by neurolepti drugs is neurolepti malignant syndrome (NMS).Similar to viral brain inammation (enephalitis), NMS is haraterized by severe abnormal move-ments, fever, sweating, unstable blood pressure and pulse, and impaired mental funtioning. Deliriumand oma an also develop. NMS an be fatal, espeially when dotors fail to reognize it in time.Patients who reover may be left with varying degrees of irreversible mental impairment as well aspermanent abnormal movements33. This drug reation looks so \bizarre" that many dotors initially,and even persistently, attribute it to the patient's \mental illness". In suh ases, of ourse, it willgo untreated - with tragi results.Although many dotors and even some textbooks say that neurolepti malignant syndrome is\rare", others suh as A. F. Shatzberg, J. O. Cole, and C. DeBattista (1997) [331℄ give a morerealisti estimate of 0.7 to 2.4 perent of hospital admissions treated with neuroleptis. The higherrate of 2.4 perent is probably the more aurate34. The FDA onsiders a rate of 1 perent to be\ommon" or \frequent". Like tardive dyskinesia, neurolepti malignant syndrome may be aused29See also Breggin and Breggin (1994 [53℄) and Breggin (1997a [55℄) for disussions of violene against self or othersfrom drug-indued akathisia.30Pies (1998 [309℄, p. 117) ites a yearly inidene of 4-5 perent per umulative year for most patients and 20perent per umulative year for the elderly. These �gures are onsistent with the Amerian Psyhiatri Assoiations(1980, 1992 [5℄) task fore reports on tardive dyskinesia. Bezhlibnyk-Butler and Je�ries (1996) [37℄ estimate that 37perent of patients will develop TD in the �rst �ve years and 56 perent after ten years. Breggin (1991 [49℄, 1997a[55℄) disusses the nature and inidene of TD in muh more detail.31Many TD studies are onduted while the patient remains mediated, suppressing manifestations of the symptoms.Minimal or even mild ases are sometimes exluded from TD studies (as disussed in Breggin, 1991 [49℄). And, asnoted, studies often do not inlude data on tardive akathisia, whih itself an our at a high rate. Gualtieri andSovner (1989) [191℄ estimate the prevalene of tardive akathisia at 13-18 perent and all it \a signi�ant health issue".Nonetheless, the drug ompanies have not inluded referenes to this disorder in the labels for neurolepti drugs, andthe FDA shows no signs of requiring suh inlusion.32Many of these ases were arefully investigated as part of Peter Breggin's forensi work in medial malpratieand produt liability suits.33Disussed in Breggin (1997a [55℄), pp. 49-51. See also Rosebush and Stewart (1989) [322℄.34Addonizio et al. (1986) [2℄ reviewed the harts of eighty-two male inpatients in a psyhiatri unit and found a 2.4perent rate of diagnosed NMS. 77



by atypial antipsyhotis. One review onduted in January 2003 loated 68 published ases, mostof whih were aused by Clozaril, Risperdal, and Zyprexa (Ananth et al., 2004 [10℄).Using a low-end rate of 1 perent, Maxmen and Ward (1995 [267℄, p. 33) estimate that 1,000-4,000deaths our in Ameria eah year as a result of neurolepti malignant syndrome. The atual numberis probably muh greater.If suh high rates for a dangerous and disabling adverse reation were reported in relation to drugsused in general mediine, suh as antibiotis or blood pressure mediation, they would probably beremoved from the market. Vulnerable mental patients, by ontrast, are purposely exposed to brain-damaging treatments suh as eletroshok, psyhosurgery, and neuroleptis.4.9 Antipsyhoti Withdrawal PsyhosesA number of reports on�rm that these drugs an ause very disabling withdrawal reations, inludingirreversible psyhosis (tardive psyhosis) and irreversible deterioration of the mental proesses (tar-dive dementia) (see Chapter 9). Tragially individuals treated for an aute and perhaps short-livedemotional disturbane an end up with a hroni drug-indued psyhosis.4.10 Other Harmful Antipsyhoti E�etsUnexplained sudden death is another adverse e�et of neurolepti drugs, espeially among hroniallyhospitalized patients. It may be due to an inreased rate of onvulsions, impaired swallowing reex,or heart attaks aused by arrhythmias. These mediations also redue the apaity to handle heat,resulting in numerous deaths in urban enters during heat waves. Beause people on neuroleptisare less sensitive to signals from their body, they may beome dangerously ill before they realize it.All of the antipsyhotis an ause a Parkinsonism syndrome, involving attened emotions, sti�faial features, tremors, and a harateristi stooped and shu�ing walk. The term akinesia, referringto the slowing down of emotions and movements, is used to desribe an aspet of this syndrome.Antipsyhotis an also produe aute and painful musular spasms (dystonias) and very disturbingemotional agitation aompanied by a ompulsive need to more about (akathisia). Studies indiatevery high rates - sometimes exeeding 50 perent - for these aute adverse reations. As we havedesribed, suh reations an beome permanent in a large perentage of patients.Although there is some variation among mediations in this lass, all of them an ause toxipsyhoses with delirium, onfusion, disorientation, halluinations, and delusions. The atypial an-tipsyhotis are no exeption. One artile published at the time Abilify (aripiprazole) �rst appearedon the United States market, in 2004, desribed four ases of exaerbation of psyhosis after startingon this drug. The report bears the unusually informative title \Aripiprazole possibly worsens psy-hosis" (Ramaswamy et al., 2004 [314℄). Invega (paliperidone) was reently approved by the FDA.The ageny desribed the drug as a new moleular entity, meaning that its ative substane has neverbeen approved for marketing in the United States. Nonetheless, every person who has ever takenRisperdal has had Invega oursing through his or her body - beause Invega is simply the main ativemetabolite of Risperdal, on the market sine 1994. Invega is now desribed in some publiations asa unique antipsyhoti, but many if not all of Risperdal's adverse e�ets an be expeted to ourwith Invega.Probably all antipsyhotis an also ause depression; Prolixin, in the long-ating intramusularform, appears to be a speial o�ender in this regard. Most of them an ause sedation and fatigue,seizures, weight gain, dangerous ardia problems, hypotension (espeially upon the patient's at-tempt to stand up), a variety of gastrointestinal problems suh as paralysis of the bowels, hormonal78



abnormalities inluding swelling of the breasts and even latation, sexual dysfuntions, dis�guringfaial hair growth, skin rashes and sensitivity to sunlight, eye disorders, allergi reations that anbeome serious, and disorders of body temperature regulation that an lead to fatalities on hot days.Most neuroleptis an also ause bone marrow suppression (agranuloytosis or aplasti anemia),involving immunologial suppression and the risk of serious, intratable infetions. Though seeminglyrare, exept in the ase of Clozaril, these blood disorders are potentially lethal. Families need tobe alert to early signs, suh as elevated temperature, and immediately seek medial evaluation,inluding a blood ount. Unfortunately, many di�erent kinds of psyhiatri drugs an ause bonemarrow suppression.Although the reader may be feeling overwhelmed by the data presented thus far, this summaryhas only touhed on the enormous range of often serious adverse e�ets assoiated with neuroleptis.These drugs subjet almost every system of the body to impairment. Researh, inluding a reentstudy, indiates that these drugs are toxi to ells in generals35.Anyone, as well as their relatives and friends, taking these drugs should review the adverse e�etslisted in the Physiians' Desk Referene and other soures.Loxitane, Moban, Navane, Orap, and Haldol essentially pose the same dangers as the phenoth-iazines, espeially in regard to tardive dyskinesia and neurolepti malignant syndrome. Haldol andOrap are espeially prone to ausing severe and painful neurologial problems.The atypial antipsyhotis, touted for the past deade as breakthrough drugs in terms of im-proved eÆay and superior safety are not so atypial after all. All of these drugs have been shownto ause the range of neurologial and psyhologial disorders assoiated with the other neurolep-tis (antipsyhotis) inluding tardive dyskinesia and neurolepti malignant syndrome (see Chapter9). One areful review onludes that \atypial antipsyhotis ontinue to have notable risks of[abnormal movement disorders℄, partiularly akathisia" (Shirzadi and Ghaemi, 2006 [344℄). One oftheir best-doumented adverse e�ets is ommonly alled \metaboli syndrome", whih onsists ofabnormal sugar and/or insulin metabolism, weight gain, elevated holesterol levels, and high bloodpressure. Approximately 50 perent of patients on atypials gain an average of 20 perent of theirweight (primarily fat), and some gain muh more. Weight gain an predispose individuals to variousproblems, inluding oronary artery disease, high blood sugar, and sleep apnea. In addition, atyp-ial drugs are relatively stimulating drugs with a tendeny to ause agitation and other behavioralabnormalities.Clozaril (lozapine) is a more sedating drug than most in this lass. Many patients who takeit an expet to beome lethargi, subdued, and sleepy. Some reports indiate that it an auseobsessive-ompulsive disorder (OCD). Among antipsyhotis it also has a speial reputation forausing withdrawal problems, inluding agitation, anxiety and toxi psyhosis (see Chapter 9).Clozaril has many adverse e�ets, inluding low blood pressure and a 4-5 perent rate of seizures,espeially at higher doses. Although we found only one published ase of TD due to Clozaril, the FDArequires that the drug arry the standard lass warning for TD. The drug's pharmaologial ationsare onsistent with the prodution of this disorder. In addition, Clozaril is known to ause neuroleptimalignant syndrome, the more drasti and potentially lethal aute neurologial impairment assoiatedwith neuroleptis.Clozaril also poses a speial danger of bone marrow suppression, whih is potentially fatal. In suhases, the immune system is ompromised, leading to fatal infetions. Rates approah 1 out of 100patients. Years ago, this drug was banned in some European ountries beause it aused so manyfatalities; but the esalating power of drug ompanies subsequently led to its approval by the FDA.Patients and families should seek immediate medial attention if a fever or other signs of infetiondevelop during the administration of any neurolepti drug, espeially Clozaril.35Disussed in Breggin (1997a [55℄), p. 67. Reent researh inludes Inuwa et al. (1994) [209℄.79



The neuroleptis or antipsyhotis are extraordinarily dangerous drugs. If they were not highlypro�table drugs used to ontrol a rather helpless, stigmatized, or troubling population, often inludinginvoluntary patients, these drugs would not be so freely presribed. They might even be taken o�the market.4.11 Mediations Used to Treat Drug- Indued AbnormalMovementsThis ategory omprises Symmetrel (amantadine), Sinemet (arbidopalevodopa), Cogentin (ben-ztropine), Akineton (biperiden), Kemadrin (proylidine), Artane (trihexyphenidyl), and Parsidol(ethopropazine).Here we desribe various drugs used to treat the abnormal movements that are produed duringtreatment with the neuroleptis. Although they are often e�etive in reduing some of these auteneurologial reations before they beome permanent, they may inrease the likelihood that theneurologial impairments will beome permanent in the form of tardive dyskinesia. One tardivedyskinesia develops, they an worsen it.All of these drugs an also ause a range of e�ets desribed as antiholinergi, beause they sup-press the funtion of the neurotransmitter aetylholine. Antiholinergi e�ets inlude potentiallysevere onstipation with bowel obstrution and diÆulty urinating, dry mouth, blurred vision, lightsensitivity dizziness, and stomah upset. The drugs an also worsen glauoma.The use of these drugs is hazardous in psyhiatry beause they an mimi symptoms of severe psy-hiatri disorders, inluding toxi psyhosis, delirium, onfusion, exitement, euphoria or giddiness,halluinations and delusions, insomnia, paranoia, agitation, depression, apathy or listlessness, andbizarre behavior. They an also ause more subtle interferene with memory and thinking proesses.Although no studies of this phenomenon have been onduted, we agree with other liniians whobelieve that these drugs may ause irreversible mental deterioration when used over the long term.Neurolepti malignant syndrome has been reported in onnetion with Symmetrel and Sinemet.Beause both of these drugs bring about their impat by stimulating dopamine, they an also ausetwithes, spasms, and other involuntary movements (dyskinesias).Although it is ommon pratie to ombine these antiholinergi drugs with neuroleptis andantidepressants, whih often share their antiholinergi ation, we have seen severe toxi psyhosesdevelop under these onditions. The neuroleptis with espeially strong antiholinergi tendeniesinlude Thorazine and Clozaril, followed by Serentil, Mellaril, and Orap. Triyli antidepressantswith strong antiholinergi e�ets inlude Elavil and Vivatil, followed by Anafranil, Trazodone,Surmontil, and Tofranil.4.12 Psyhiatri Drugs During Pregnany and NursingNow that we have reviewed many of the dangers assoiated with taking psyhiatri drugs, it shouldbe apparent that the fetus or infant needs maximum protetion from these agents. Lithium, asalready noted, auses heart malformations. It is ontraindiated in pregnany. But parents shouldbe very autious about exposing the unborn or the newborn to any psyhoative mediations.All psyhiatri drugs ross the plaenta and enter into the fetal blood stream. They do so \readilyrapidly, and without limitation"36. One the drug has entered the fetal bloodstream, it has easy36The quote is from Julien (1997) [218℄, p. 16. 80



aess to the brain. Furthermore, after the hild is born, the hild's liver will have less apaitythan the mothers to metabolize or break down the drug, inreasing the length of time it will remainpresent and ative in the newborns body37.Psyhoative substanes an also pass to the infant through the mothers milk, although theonentrations may be higher or lower than those in the mothers blood. For example, the plasmalevel of lozapine in fetal blood exeeds that in the mother. But regardless of the relative tendenyof the drugs to ross into the fetal blood stream, nursing mothers should avoid exposing their unborninfants to suh toxi substanes with their harmful e�ets on multiple organ systems. In addition,after birth the infants immature liver will be less able to metabolize or break down whatever amountof drug remains in its body. Some drugs ingested by a nursing mother, suh as lithium, an make theinfant beome aid. Other drugs, suh as valproi aid (Depakene), an make the infant hyper-exited and may ause brain dysfuntion detetable up to six years later (Koh et al., 1996 [234℄).Speial aution should be shown in the �rst trimester, when malformations are most ommonly ausedby toxi agents. The use of all psyhiatri drugs should be avoided during pregnany38. See Chapter 9for a disussion of drug withdrawal reations in neonates whose mothers took antidepressants duringpregnany.To date, the FDA has not approved any psyhiatri drug for use during pregnany or latation.Some physiians try to reassure pregnant or nursing mothers about their baby's safety while theyare taking psyhiatri drugs. But there is no sienti� basis for o�ering this reassurane in regard toany drug that a�ets the brain. * * *There are many reasons not to start taking psyhiatri drugs and many reasons to stop takingthem one you have begun. The hoie to taper o� or to stop a drug is a personal one; but ideally itshould be made with the help of an experiened liniian who an provide advie about strategies tomake withdrawal as safe as possible. Unhappily it is often diÆult to �nd health professionals whodo not advoate suh drugs and who know how to withdraw patients from them. We know that thisbook has helped to inform many people and the health professionals with whom they are working.Our approah is based on the priniple that individuals and families have the right to make theirown deisions about psyhiatri drug use. But, equally important, we believe that informed deisionsan be made only on the basis of full dislosure, inluding ritial viewpoints from experts who do notadvoate drugs. In Chapters 3 and 4 we have examined some of the physial dangers of psyhiatridrugs. In the next hapter, we look at the psyhologial and moral hazards of relying on thesemind-altering agents.

37Julien (1997) [218℄, p. 21. Also see Stowe, Strader, and Nemero� (1998) [355℄, p. 981.38The hazards of various psyhiatri drugs to the fetus are disussed in Stowe, Strader, and Nemero� (1998) [355℄.81
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Chapter 5Personal and Psyhologial Reasons forNot Using Psyhiatri DrugsWe have now reviewed many of the medial hazards assoiated with taking psyhiatri drugs. Thishapter examines the personal, psyhologial, and philosophial reasons you may have for limitingor rejeting the therapeuti use of psyhoative agents.5.1 A Natural Aversion to Taking Mood-Altering DrugsIn our workshops and other ontats with the publi, we �nd that most people have a natural aversionto tampering with their brain funtion by ingesting psyhoative drugs, espeially as a method ofdealing with long-term problems. And if they do aept presribed psyhiatri mediations, theygenerally want to limit the duration.People who use rereational drugs do not generally view them as \therapeuti". Rather, they tendto use these substanes for relaxation or soializing. Even those people who do take them to relieveanxiety, depression, or mood swings are not likely to onsider this a satisfatory solution. Instead,they are likely to see their drug use as a bad habit. Most people feel the same way about usingpsyhiatri drugs, many of whih are similar or idential to rereational drugs.5.2 Other Common Conerns About Taking Psyhiatri DrugsYou may wonder if any improvement you felt from taking drugs was aused by the drugs themselvesor by personal hanges you made in your life. Or you may instead, be feeling worse and worse onthe drugs and wonder if they aren't part of the problem. The title of a reent book onsisting ofin-depth interviews of antidepressant users says it well: Is It Me or My Meds? (Karp, 2006 [220℄). Inthe meantime, your dotor may be suggesting that you need larger doses or additional mediations,while you suspet that you need to redue them or to get o� them entirely.You may believe that being \drug-free" will help you bene�t more from therapy or other forms ofhelp. You may also believe that it will help you to feel more in harge of yourself, to evaluate yourmental state, to get in touh with your deeper spiritual resoures, to live a healthier lifestyle, and to�nd for yourself what really matters in your life.You may wonder if psyhiatri drugs are ausing some of your problems, suh as memory and on-entration diÆulties, headahes and stomahahes, sleep problems, bladder and bowel dysfuntionsof various kinds, skin problems, sexual dysfuntions, weight loss or gain, tiredness or apathy, anxious83



or depressed feelings, irritability and impatiene. You may need to stop taking all psyhiatri drugsto sort out the auses of these problems.You may be realizing that psyhiatri drugs, like alohol or marijuana, an interfere with yourability to appreiate your mental ondition. Perhaps you are su�ering less but at the ost of feelingemotionally or mentally dulled and physially fatigued.After taking drugs for many months or even years, you may be onerned that they ould be doingmore harm than good. Having found that there are few studies about long-term risks, you may wantto avoid the potential dangers.You may now suspet or realize that your past failures at stopping psyhiatri drugs had more todo with their withdrawal and rebound e�ets than with your own emotional or psyhiatri problems.If you are a woman who is preparing to beome pregnant, already pregnant, or nursing, youde�nitely should onsider stopping all psyhiatri drugs. This subjet was disussed in Chapter 9.Keep in mind that the absene of obvious deformities in a newborn annot be onsidered proof thata partiular drug was safe; modern siene laks the apaity to test for subtle kinds of damage tothe growth and development of hildren's brains. Nevertheless, ommon sense and an elementaryknowledge of developmental neurology indiate multiple potential dangers from exposure of the fetusto psyhiatri mediations.Similarly, you should make sure that you aren't taking a drug that ould damage your genes. Inthis respet, too, negative test results annot be taken as proof that geneti damage won't our.In Chapter 4 we mentioned earlier �ndings of geneti damage in hildren following treatment withRitalin, as well as some experts' suggestion that irreversible sexual adverse e�ets from the use ofSSRIs may reet geneti damage.Even if you don't plan to stop altogether, you may want to redue your mediation dose orthe number of mediations you are taking. As you may now realize, few drugs are approved orfully evaluated in ombination with other drugs; so, by taking more than one drug at a time, youessentially beome an experimental subjet.5.3 Convining You That You're \Mentally Ill"In reent years, the National Institute of Mental Health (NIMH) has been ollaborating with drugompanies to promote psyhiatri mediations. By alling its ampaigns \Anxiety Awareness Week"or \Depression Awareness Week", it gives them a seemingly benign \eduational" aura. Meanwhile,the drug ompanies themselves have helped to �nane these ativities.Some of these ompanies advertise diretly to the publi to onvine people that they are de-pressed or \bipolar" and thus \need" drugs. Diret-to-onsumer advertising of presription drugs(on television, in newspapers and magazines, and on the Internet) inreased by almost 30 perent peryear between 1996 and 2001, to a whopping $2.7 billion, and it was estimated to reah $7.5 billionin 20051. As Washington Post writer Peter Carlson (1998) [83℄ has ommented:\My favorite drug ad is for an anti-anxiety mediine alled BuSpar. The headline asks,`Does your life have signs of persistent anxiety?' "\Of ourse it does", I replied: \I'm the parent of a teenage girl."\Unfortunately, BuSpar has some side e�ets that ould tend to ause persistent anxiety -halluinations, seizures, stupor, retal bleeding, hair loss, hiups, and a `roaring sensation inthe head'."1\Impat of Diret-to-Consumer Advertising" (2003). 84



The notion that \mentally ill" people need mediations is also promoted by drug ompany-sponsored \onsumer" groups suh as the National Alliane for the Mentally Ill (NAMI) and Childrenand Adults with Attention De�it Disorder (CHADD), and of ourse by government-sponsored or-ganizations like the National Institute of Mental Health. These groups hold national meetings thatbring together drug advoates to talk diretly to onsumers. They also put out newsletters and otherinformation that praise mediations. Sometimes they atively suppress viewpoints that are ritialof drugs - for example, by disouraging the media from airing opposing views.One e�etive marketing tehnique involves the attempt to onvine people that they now needthe very produt that has just been reated. Indeed, just as lothing manufaturers spend millionsof dollars trying to onvine people that they need new lothes to remain stylish, drug ompanies areinvested in onvining people that they need psyhiatri mediations - beause they have \mentaldisorders". This is often alled \disease mongering"2.Some people, when they �rst hear about a \disease", begin to fear that they are \ill". Forexample, it's well known that medial students tend to think that they are developing one or moreof the diseases that they have read about or observed during their training. Governmental and drugompany-driven \awareness" ampaigns play on this natural human vulnerability. There is hardly aperson alive who doesn't experiene moments or even hours and days of anxiety depression, or otheremotional \symptoms", making it easy for drug advoates to laim, for example, that half of allAmerians will su�er a psyhiatri disorder at some time in their lives. In atuality however, theseampaigns - inluding the ones direted to depression and anxiety - are stigmatizing and demoralizingpeople, who, in turn, end up believing that they must have a mental illness.Its all a matter of de�nition - of naming and labeling. When emotional disomfort or su�eringis de�ned as a \disorder", it reates business for dotors and drug ompanies. The ampaigns topromote \mental illness" have been so suessful that, within a matter of a few years, millionsof Amerians have ome to believe that they have \biohemial imbalanes", \pani disorder", or\linial depression", and that their hildren have \ADHD", and bipolar disorder, and oppositionalde�ant disorder.As a result of suessful marketing ampaigns, onsumers tend to identify trade names withgeneri produts. We ask for a Kleenex when we mean any brand of soft faial tissue. We askfor a Xeroxed opy when we mean a \photoopy". And we speak of the \Proza nation" whenreferring to antidepressants or even psyhiatri drugs in general. This identi�ation of Proza with\antidepressants" has led dotors and patients alike to think of it as their �rst hoie among drugs.You may have started taking psyhiatri drugs beause you thought, or were told, that you had\pani disorder", \linial depression", or some other supposed manifestation of a \biohemialimbalane". Now, however, you may be wondering if you were atually experiening understandablereations to stress, disappointment, loss, or frustration in your life. You may have begun to doubtthe validity of national ampaigns to onvine Amerians that they are mentally ill and in need ofdrug ompany produts. And as a part of your growing skeptiism, you may be questioning whetheryou should be taking psyhiatri drugs after all.5.4 De�ning Intense or Painful Emotions as IllnessWhen you have tried to stop taking drugs, your emotions may have beome muh stronger than youantiipated. You may have felt as though you were on an emotional roller oaster. Psyhiatry andthe pharmaeutial industry have suessfully de�ned intense and painful emotions as \illnesses" or2The peer-reviewed journal PLOS Mediine published in 2006 a olletion of six artiles on disease mongering,three of whih disuss how pharmaeutial ompanies \sell" ADHD, bipolar disorder, and sexual dysfuntion in malesand females. Freely available at: http://olletions.plos.org/plosmediine/ disease-mongering-a2006.php85



\disorders". But intense and painful emotions are better understood as distress signals.If you were marooned on an island, you might Hail your arms wildly in the diretion of anypassing ship. You might sream and shout as well. You would probably try almost anything todraw attention to yourself - to ompel a response to your desperate plight and your need for resue.When you express anguished feelings, you are sending emergeny signals that need to be heeded, notsuppressed.Phrases like \pani disorder" and \linial depression" are intended to give a medial aura topowerful emotions. In e�et, however, they stigmatize suh emotions. They make strong emotionsseem dangerous, pathologial, unnatural, or out of ontrol. But espeially strong emotions arebetter seen as strong signals, sent by an espeially powerful soul in need of new diretion or speialful�llment.Even when you feel overome or swept away by an emotion, you need not do something right awayto stop the emotion. You an learn to have feelings without being driven to do anything about them.When you suppress strong feelings by rejeting them or by drugging them into oblivion, youessentially blind yourself to your own psyhologial or spiritual state. You are left to blunder aboutin the dark without diretion. The feelings may later burst out of ontrol in some grossly harmful way.Or they may remain submerged, sapping your strength. And with your distress signals suppressed,you may remain inde�nitely marooned or trapped.Many people have suumbed to the prodrug propaganda barrage. It is hard to sustain faith inones own judgment when onfronted by a publi relations onslaught from the pharmaeutial industryorganized mediine and psyhiatry government agenies, private foundations, and the media. As wenoted in our introdutions, this tide sometimes seems to be turning, as more and more Ameriansrealize that biologial psyhiatry has simply not delivered on its promises. Still, selling psyhiatridrugs is huge business in Ameria today; and we do not expet a sharp urtailment in the sale ofpsyhiatri drugs in the near future.5.5 How Psyhiatry Takes AdvantageWhen people seek psyhiatri or psyhologial help, they usually fear that their own resoures arefailing them. Often they feel frightened and helpless in the fae of internal onits or externalstresses. Misgivings and even embarrassment may aompany their deision to seek help. \I wantedto handle my problems on my own", new patients or lients are prone to say.Often they believe that \there's something wrong inside my head. I an't think straight. I an'tontrol my emotions". Irrational thoughts or feelings may seem to arise out of nowhere, makingthem feel vulnerable to fores beyond their ontrol.In psyhology there is a useful onept alled \lous of ontrol". People who seek help from mentalhealth professionals often believe that the lous of ontrol in their lives lies outside themselves. Theymay feel at the mery of their spouse or parents, or even their own hildren. They may feel helplessin regard to work. Or they may feel overwhelmed and no longer in harge of themselves or theirlives.Too often, all this is made worse when people seek help from a psyhiatrist. First, they reeivea medial-sounding diagnosis. Often they are told that they have \pani attaks" or \obsessive-ompulsive disorder" or \major depression" or \mani-depressive (bipolar) disorder". Immediatelythis label on�rms their feelings of helplessness. The lous of ontrol moves further away into thehands of \the dotor".Psyhiatri diagnosis, a system of thought that is alien to individuals everyday sense of themselves,86



is imposed from the outside. Being diagnosed implies that the problem is a disorder or even a braindisease inside them, yet totally beyond their ontrol. It's inside them, even a part of them, but theyan't do anything about it exept to take the presribed mediation. Essentially then, they are beinginformed that, like a brain tumor, their painful feelings annot be ontrolled or modi�ed by personalunderstanding or e�orts. The original feelings of helplessness and \being out of ontrol" are nowon�rmed by an oÆial medial diagnosis.Often patients are told, \It's biologial and geneti". Never mind that there's no substantialevidene that any psyhiatri diagnoses have a physial basis; the pronounement is made with suhertainty and authority that the patients are likely to believe it. Besides, they have heard the laimrepeated time and again in the major media.The proess of diagnosis thus takes advantage of patients worst fears about themselves. It on-�rms self-destrutive thoughts about \being out of ontrol", \being sik", \being unable to helpthemselves", \being at the mery of fores beyond their ontrol". Intentionally or not, the proessof psyhiatri diagnosis manipulates the patients feelings of personal helplessness.Nowadays, a diagnosis is often immediately followed by a presription for psyhiatri mediation.Unfortunately the o�er of a drug moves the lous of ontrol further away from the individual. It isthe ultimate symboli gesture that plaes the authority in \the dotor" and, even more impersonallyin \the pill".The pharmaologial e�et of the drug takes the dehumanizing proess another giant step further.The drug impairs mental funtion, reinforing the patients sense of feeling helpless and in need ofmedial supervision. As a result, they beome even less able to take harge of their life in new andreative ways.Biologial psyhiatry takes advantage of patients worst fear - that they are emotionally helpless.Biologial psyhiatry further undermines their sense of personal eÆay replaing it with reliane onthe dotor and drugs. The lous of ontrol, already shaky in people who are seeking help, is whollyshifted to the dotor. Then, as the drugs impair the mental funtion of the patients, they beomeinreasingly dependent on the dotor3.5.6 Good Therapy Versus Psyhiatri Diagnosis and Medi-ationGood therapy or ounseling does not reinfore lients' feelings of helplessness and indeision. Instead,and in ontrast to the traditions of biologial psyhiatry, it aims to inspire lients with the apaityto take harge of their own lives. Toward this end, nothing is more important than the therapist'sability to be empathi and aring - to bring a ompassionate spirit into the therapy4.Instead of emphasizing \pathology" or \mental illness", ounseling and therapy should empowerlients to draw on their own human potential and natural assets. Unfortunately, however, thisapproah is being orrupted as \talking therapists" inreasingly turn to psyhiatrists for medialsolutions to the problems they fae in working with more diÆult or hallenging lients.Counselors and therapists should enourage their lients to reestablish the \lous of ontrol" withinthemselves. They should also strengthen their lients, sense of personal autonomy, self-understanding,and deision making. But these ends annot be ahieved through diagnosis and mediation. On theontrary diagnosis and mediation push the patient toward reliane on \expertise", on interventions3See Breggin (1983b [47℄, 1997a [55℄) for a more detailed desription of this proess of \iatrogeni helplessness" -the reinforement of denial in patients by ausing brain damage or dysfuntion through drugs, eletroshok, or psy-hosurgery ombined with the dotors own denial of both the patients' problems and their iatrogeni brain dysfuntion.4Empathy in therapy is the subjet of The Heart of Being Helpful (Breggin, 1997b [56℄).87



that originate from the outside and lie beyond their ontrol.5.7 Maintaining Your Mental FaultiesWhen faed with emotional diÆulties, we are often tempted to dull or delay our su�ering by im-pairing our brain funtion. Toward this end, we may use igarettes, alohol, marijuana, or othersubstanes. We may exhaust ourselves with work, sex, or sports. Or we may turn to exessive eatingor television wathing.By the time we seek help from a mental health professional, we may believe we've been drainedof personal resoures. We may feel as though we've su�ered too muh or that we've exhausted ourapaity to deal with life or at least with ertain important problems. Or we may feel \burned out",as though we've blown a fuse or worked our minds to death. At suh times it is indeed tempting toseek a solution that requires minimal mental or emotional work to dull our pain.Yet this option, despite its short-term attrativeness, inevitably beomes self-destrutive. Whenwe are faing a personal risis, whether aute or hroni, we need all of our brain power, all of ourmental auity, all of our ability to feel and to think. Instead of dulling our pain by suppressing ouremotional signals, we need to be more aware of them and better able to understand them. Only thenan we adopt better solutions to our onits and problems.5.8 Being in Touh with Your FeelingsMany people intuitively reognize that taking psyhiatri drugs an put them out of touh with theirfeelings. They want to have a lear brain and mind, even if it means experiening painful emotions.Drug e�ets, in lay terms, are \arti�ial". Many individuals understandably want to learn toondut their lives without being under the inuene of drugs that a�et the mind and spirit, reatingarti�ial tranquilization or euphoria.Taking psyhiatri drugs an make it very hard to know what you are really feeling. You may havefelt better at �rst while taking an antidepressant, stimulant, or tranquilizer; but now you wonder ifthe improvement was due instead to your own personal e�orts at improving your life or perhaps tohanges in your irumstanes or even the passage of time. Or you may feel as though you're gettingworse while taking the drugs but you don't know why. Whih is the ulprit - the drugs themselves orthe unresolved emotional problems and ontinuing stresses in your life? Or are the drugs preventingyou from getting even worse than you already feel? Your dotor is likely to tell you that you needan inreased dose, a newer drug, or a ombination of several mediations to help you feel better, butyou have your doubts.When you are taking psyhiatri drugs, it beomes diÆult to reognize your own feelings and to�gure out their soure. You may not even know how onfused you are about your emotional ups anddowns until you stop taking drugs that a�et your feelings.Feelings are the signals by whih we guide our lives. If we are happy the positive feeling anon�rm that we are on the right trak. If we are persistently sad, lonely, depressed, anxious, orangry, the negative feeling an be an important signal that something is the matter. Of ourse, itan be very diÆult to know ourselves well enough to interpret and at on these signals. But withoutour emotional signals, we are guaranteed not to fully experiene or to make progress with our lives.Psyhiatri drugs blunt and onfuse these essential emotional signals. Our emotions depend onour brain funtion, and the brain is an intriate, deliate organ that an easily be thrown out ofwhak by drugs. 88



Sometimes drugs give us \false positive" signals, suh as an arti�ial high or euphoria. Wheneuphori, we may remain stuk in unsatisfatory frustrating situations or take unrealisti or evengrandiose risks.Sometimes drugs give us \false negative" signals, making us feel depressed, disappointed, out ofsorts, or even suiidal or violent. Sine the tendeny is to try to attribute our negative feelings tosomething or someone, these false negative signals an lead us to take very irrational and destrutiveations suh as hurting a loved one.Getting in better touh with our real or genuine feelings is one of the most important reasonsto stop taking drugs. The onluding hapter further desribes how lients and therapists an worktogether to overome emotional rises without resort to drugs.5.9 The Plaebo E�etFaith or expetation plays a key role in how we respond to mediations. Regardless of the ause ofour su�ering or the real e�etiveness of a partiular drug, most of us feel better for a short time, atleast, when we are given a drug that's supposed to be helpful.Many patients with severe pain due to aner or to physial injuries feel better for a while after aninjetion of plain sterile water if they are told it is a pain killer. Similarly, in linial drug trials, fortyperent or more of patients with anxiety or depression ommonly feel better when given a sugar pillthat they are told will be helpful to them. If the onditions are right - that is, if the patients have alot of faith in what they are being given - a sugar pill may produe emotional improvement in 60 to 90perent of patients. This is the plaebo e�et - improvement that omes from a positive expetationor faith in the drug or the dotor rather than from any hemial impat of the substane5.The plaebo e�et an be helpful. The lowly sugar pill, whih rarely auses any physial harmbut an relieve physial or emotional su�ering, has the best risk/bene�t ratio in biopsyhiatry.The plaebo e�et also explains muh of the e�etiveness of psyhiatri drugs. However, when anindividual attributes improvement to the physial harateristis of a pill, and to the expetation thatit will work, that person's belief in his or her own psyhologial or spiritual power an be undermined.This experiene an enourage reliane on the pill rather than on personal e�orts.Drugs like the SSRIs an beome souped-up, high-power plaebos. They reeive so muh hype fromthe media, and from drug ompany promotionals, that the expetation of help beomes enormous.The antiipation of relief an produe a relief - beause of the expetation that we will feel better.Whether the plaebo e�et takes plae in response to a widely advertised antidepressant or to asugar pill, it may reate the false impression that emotional problems originate from physial ausesand the false expetation that hemials are the answer to personal problems. The plaebo e�et isompliated but it learly demonstrates the power that people have over their own emotional state,given the proper enouragement. But people don't know that they are experiening a plaebo e�et.To the extent that they think they're responding to the hemial impat of the drug upon theirbrains, they may beome further onvined that ontrol over their lives lies outside themselves andin the mediation.When people mistakenly believe that they are being helped by a drugs hemial e�et, theydevelop distorted ideas about how to live their lives. Instead of reognizing the power of hope, faith,or optimism in their lives, they give false reognition to the power of drugs. Instead of developingmore e�etive ways of living that would provide more genuine, realisti, and lasting results, theypop a pill. Bolstered by the initial plaebo e�et, many patients go for years trying one and then5For a disussion of plaebos, inluding the highly variable and sometimes extremely high rates of plaebo e�et,see Fisher and Greenberg (1989) [153℄. 89



another pill to meet their needs, rather than improving their lives through self-understanding andbetter priniples of living.5.10 Psyhologial Dependene on Drugs, Dotors, andMed-ial Solutions to Personal ProblemsPsyhologial dependene on drugs tends to undermine our self-esteem, on�dene, will power, andsound priniples of living. We turn to dotors and drugs instead of more personal resoures suh asself-insight, personal responsibility, love, family life, reative work, and improved priniples or ethis.As a larger problem, the use of drugs furthers dependene on physiians and on their medialapproah to solving essentially psyhologial, soial, eonomi, and spiritual problems suh as feelingdepressed or anxious. This dependene, in turn, alienates us from the most important soures ofhuman wisdom, as well as from other human servies, as soures of strength and diretion.5.11 Learning to Live Without DrugsAdvoates of psyhiatri drugs often laim that the mediations improve learning and the abilityto bene�t from psyhotherapy, but the ontrary is true. There are no drugs that improve mentalfuntion, self-understanding, or human relations. Any drug that a�ets mental proesses does so byimpairing them.One again, this priniple may be best understood in relation to people who use so-alled rere-ational drugs. Many individuals drink alohol, smoke marijuana, or take other nonpresription drugsto \get through the day", to \handle work stress", or to \relate better". When people stop usingalohol or street drugs long enough to reover somewhat from their e�ets, they are likely to dis-over that these psyhoative substanes were atually retarding their ability to handle life. Whileinuened by the drugs, they mistakenly aepted or adapted to a lower level of mental and soialfuntioning. Now they must learn how to deal with life all over again with a drug-free mind. Aftermany years of impaired funtioning under the inuene of marijuana or alohol, they may need manymonths or even years of drug-free living to learn how to deal with life with a fully funtioning brain.Patients who have been taking psyhiatri drugs for years at a time may fae the same problemsas reovering aloholis or marijuana users. Under the inuene of drugs, they adapted to stress,onit, and hallenge by inreasing the doses of these drugs rather than by inreasing their apaityto live. And when negative emotions beame overwhelming, they dulled them rather than learningto harness them in reative ways. When psyhiatri drugs are stopped, these emotions may soonome roaring bak to life - but without the experiene required to understand and to hannel them.This problem is tragially apparent in hildren who grow up on psyhiatri drugs, suh as stimu-lants and antidepressants, and who may never mature in a normal fashion. Muh like illiit psyhoa-tive drugs, psyhiatri mediations an retard the psyhologial and soial development of hildren.The long-term use of psyhiatri drugs tends to teah people how to relate at a lower emotional,psyhologial, and ognitive level. Then, when the drugs are stopped, there is a gradual, growingrealization that they have been funtioning despite these drug-indued impairments. It an taketime and help from others to learn to live with an unimpaired brain and the inreased awareness andemotional responsiveness that follow.
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Chapter 6Why Dotors Tell Their Patients SoLittle?Time and again, we are shoked at how little dotors tell their patients about the psyhiatri drugsthat they so freely presribe for them. Most people are fumbling in the dark when it omes toknowing about the atual e�ets and hazards of these mind-altering drugs.6.1 Enouraged Not to TellIn fat, physiians are enouraged not to tell their patients the known dangers of psyhiatri drugs.Handbooks and textbooks that doument serious adverse drug e�ets often reommend to dotorsthat their patients reeive extremely limited renditions of the fats. Consider \Current Psyhother-apeuti Drugs", a 1998 publiation of the Amerian Psyhiatri Press (Quitkin et al., 1998 [313℄).This handbook for dotors lists dozens of adverse e�ets aused by Ritalin, the stimulant drug usedto treat ADHD in hildren and adults. For example, it states that the drug is \ontraindiated" for(and thus should not be given to) hildren with \marked anxiety tension, agitation". It on�rmsthat \frank psyhoti episodes" an be aused by the drug itself and that withdrawal from it anlead to \severe depression". As the drug's \most ommon adverse e�ets", it lists \restlessness,overstimulation, insomnia, and anorexia".After warning the physiian about these and other potentially grave and onfusing onsequenesof taking or withdrawing from Ritalin, what does \Current Psyhotherapeuti Drugs" reommendtelling parents? Here is the entirety of the \Patient Information" it provides:\Use aution when driving or operating hazardous mahinery. Patients or their parents shouldreord the patient's weight two times a week and report any signi�ant loss. Any hanges inmood should be reported to the physiian, as should any evidene of skin rashes, fever, or painin the joints. The sustained-release tablets should not be rushed or hewed."Does this \Patient Information" truly inform parents about the dangers of giving Ritalin totheir hild? Shouldn't it mention that the drug an ause \frank psyhoti episodes" and \severedepression" upon withdrawal? Don't parents need to know that Ritalin an ause or worsen the verysymptoms it is supposed to ure, inluding \restlessness" and \overstimulation"? Shouldn't parentsbe told that Ritalin is ontraindiated for hildren with \marked anxiety, tension, agitation", sinethese are symptoms that parents might think the drug should ure?Fortunately, sine \Current Psyhotherapeuti Drugs" �rst appeared in 1998, the availabilityof drug information on the Internet has vastly inreased. Also, as onsumers have beome more91



demanding of information, some professional drug guides have urged dotors to provide patientswith more detailed information. Unfortunately, these guides too often minimize the risks in order toavoid ausing alarm in potential onsumers. For example, the 15th edition of \The Clinial Handbookof Psyhotropi Drugs" (2005), written for liniians, inludes Patient Information handouts aboutthe various drug lasses. Its reommended information sheet on stimulants lists onsiderably moreside e�ets than the 1998 \Current Psyhotherapeuti Drugs", but it downplays them, for example,by suggesting that they \are usually not serious and do not our in all individuals". Althoughthe patient handout identi�es \energizing/agitated feeling, exitability" as \ommon" e�ets, itmerely suggests taking the stimulant earlier in the day to lessen interferene with falling asleep.In making this reommendation, it fails to take into aount how the daytime ourrene of thesestimulating drug e�ets an vastly disrupt the lives of the hildren, as well as their parents oraregivers. Headahes, dry mouth, loss of appetite and weight loss are also minimized as temporarye�ets, although weight loss in a developing hild may have unforeseen onsequenes on developmentwhile ausing psyhologial problems.The Handbook does reommend that some e�ets should be reported \immediately" to the dotor,suh as fast or irregular heartbeat, severe agitation or restlessness, and espeially \a swith in moodto an unusual state of happiness or irritability, utuations in mood". Still, there is no mention of therisks of psyhosis, depression, and suiidality that Peter Breggin disusses in his introdution to thebook. Furthermore, there is no mention of withdrawal e�ets as ommon reations and potentiallydangerous reations, inluding \rashing". Nor are patients given a sense of the relatively highfrequeny of most listed e�ets.Under the question \How long should you take this mediation?" the authors answer that \Psy-hostimulants are usually presribed for a period of several years" (Bezhlibnyk-Butler and Je�ries,2005 [38℄). They do not warn the onsumer that there is no sienti� basis for presribing thesedrugs long-term and that even the short-term e�ets are limited to the suppression of behavior andspontaneous mental ativity.Overall, we ontinue to detet professional attitudes in the �eld that enourage giving patients andtheir families limited information. These attitudes reet a widespread ethial abuse in psyhiatryand mediine - the failure to provide patients and their families with the neessary information tomake informed deisions about taking psyhiatri mediations or giving them to family members.This lak of information also undoubtedly renders patients and their families unable to properlyassess adverse e�ets when they do develop. As in the ase of Ritalin, many of the drugs ommonside e�ets are likely to be mistaken for the patients own problems.6.2 Where Was the FDA?When psyhiatri drugs turn out to be harmful, the vitims often tell us, \I thought FDA approvalmeant a drug is safe. I never thought our dotor would presribe something so dangerous". Whena loved one dies from the e�ets of a psyhiatri drug, grieving, outraged families often demand toknow, \Did the FDA know it ould be lethal? Should our dotor have known it ould kill?"Espeially during the drug approval proess, the FDA is largely dependent on information thatit reeives from drug ompanies. Consider the following irumstanes, however. The fat that aperson experiened an \adverse event" (e.g., a headahe or a fall) while taking a drug does not meanthat this event was aused by the drug. Sientists or dotors employed by a drug ompany make theinitial judgment that an adverse e�et may or may not have been aused by a drug during testing;but management at the ompany headquarters makes the �nal deision about how to handle the datasubmitted to it by its paid researhers. If management deides that there's no possible onnetionbetween the ompany's drug and the patients negative reation, the data may never �nd its way to92



the FDA. Or the data may be presented to the FDA in suh a disguised fashion that it fails to drawattention at the ageny. For example, a drug withdrawal reation may be reorded as \two days induration" when in reality the patient was plaed bak on the drug after two days in order to stopthe withdrawal reation1.At a training seminar tailored to drug ompany sta�2, a drug ompany exeutive gave the followingexample of a death that, in his opinion, did not have to be reported to the FDA as even possiblydrug-related: \While a subjet in a linial drug trial, a man stepped o� a urb, was hit by a ar, anddied". Aording to the exeutive, there was no reason even to onsider reporting this as a possibleadverse drug e�et.Drug ompany exeutives are not usually sienti�ally quali�ed or suÆiently objetive to playso ruial a role in regard to the safety of the drugs that their ompany manufatures and sells. Yetthis partiular exeutive not only played suh a role in his own ompany but, at the seminar, trainedothers how to do so as well. And his assessment in this ase was wrong. A drug most ertainly ouldhave ontributed to or aused the death under disussion.Many drugs impair awareness, judgment, reexes, and balane - thus inreasing the likelihoodthat a user will be injured or killed in an aident. Drugs an also ause a seizure or even a heartattak, either of whih ould have aused the drug-trial subjet to fall o� the urb. A more remotepossibility is that the drug he was taking ould have interfered with blood lotting, ausing him todie from injuries that ordinarily would not have been fatal.Looking even more deeply at the \aidental" death in this example, we might surmise that itould have been a suiide. People do intentionally kill themselves by stepping in front of ars, truks,buses, and trains. Moreover, some drugs are assoiated with an inreased suiide-attempt rate. Yetdespite all these possibilities, the ompany exeutive was willing - on the basis of a one-line report -to dismiss this man's death as having no possible onnetion to an experimental drug.6.3 Getting Information to YouIf even the FDA often laks suÆient information to get an aurate piture of a drug's dangers,individual pratitioners and the publi must be even less well-informed. Regularly serious questionsare raised about most drugs that oupy the oveted plae of latest \mirale drug". Over the lastdeade, these have inluded Proza, Viagra, Zyprexa, Bextra, Vioxx, Meridia, and others. Somepeople who have taken these drugs for their approved indiations have died. Typially, the FDAaknowledges that deaths were reported during the post-marketing testing of the drugs, but it argues- as do the drug manufaturers - that the fatalities were not neessarily aused by the drug itself.How an pratitioners and the publi make up their own minds on this issue?Through the Freedom of Information At (FOIA), and inreasingly through the FDA's own web-site, any itizen an obtain a summary of pre-marketing drug testing results for any of the reentlyintrodued mediations approved by the FDA. This material is alled a Summary New Drug Ap-pliation (Summary NDA). But the basi underlying data about adverse drug reations and theirinterpretation are onsidered \proprietary"; they are the seret property of the drug ompany thatmanufatures the drug under exlusive patent. Only a produt liability suit against that manufa-turer would open aess to the ompany's own researh reords. Even then, it would be hard fora small team of attorneys and experts (often only two or three people with limited experiene) toe�etively evaluate the hundreds of artons of boxed data in the two or three days they would beallotted. And if important data were disovered, even this information would probably be kept under1Peter Breggin has seen examples of suh \reord-keeping" while examining internal douments at drug ompaniesas an expert witness for plainti�s in produt liability ases.2Reported by Peter R. Breggin, who attended this seminar.93



wraps by the ourts so that the general publi ould not obtain it. Some drug ompanies atuallysettle produt liability suits against them in order to avoid making damaging dislosures in a publitrial.This point is worth undersoring. Physiians and even key health poliy planners do not haveaess to all the neessary data required to make an independent evaluation of a drugs safety. Theymust instead rely on very general information provided by the FDA, whih in turn relies largely onthe drug ompanies themselves.6.4 FDA Approval Does Not Mean That a Drug Is Safe orEven Highly E�etiveFDA reords ontain thousands of reports of severe and life-threatening reations to almost everypsyhiatri drug in urrent use. With respet to eah of these drugs, the ageny has attemptedto determine if, on balane, the drug is suÆiently useful to outweigh its potential dangers. Butthis evaluation does not neessarily mean that the drug is safe. Indeed, determination of whetherthe drugs potential bene�ts outweigh its potential risks is, of neessity, highly subjetive. HeneFDA approval should not be interpreted as indiating that a given drug is without serious andpotentially fatal adverse reations. On the ontrary, all psyhiatri drugs approved by the FDA anpose enormous risks even in routine use.6.5 Whose Risk and Whose Bene�t?Drug advoates are fond of disussing risk/bene�t ratios - spei�ally the relationship between thehazards and the usefulness of a drug. But who determines these ratios? Even under the best ofonditions, they are rarely left up to the patient who will su�er the onsequenes. The patientsimply doesn't have suÆient information or bakground knowledge to make suh evaluations.Risk/bene�t analyses are initially alulated by the drug ompany itself, using researh studiesdesigned and arried out by dotors on its payroll. Using data prepared by the drug ompany, theFDA then makes its own risk/bene�t analysis. In doing so, the FDA is dependent upon the drugompany's analyses of the masses of data in its possession. Moreover, the FDA almost always endsup making ompromises in order to aommodate industry. This proess is alled \negotiating" withthe drug ompanies. It is kept entirely seret from dotors and onsumers alike. Over the last severalyears, leaks by whistleblowers, litigation, and speial investigations by reporters or lawmakers havebegun to reveal some of its features - all of whih lean toward onealing or distorting informationfrom dotors and patients to present a more favorable portrait of drugs3.After a drug is approved, the �nal risk/bene�t analysis is made by individual dotors, who pre-sribe it to patients. For almost any drug, these presribing physiians have almost no aess to theoriginal information generated for the approval of the drug. Inreasingly the FDA is making avail-able on its website many of its own evaluations of the studies submitted by manufaturers to gainapproval of their drugs, and this is a welome development. However, it may take several months ormore after a drug is approved for these FDA evaluations to be available. During this time, when themedia, dotors, and patients �rst hear about the new produt, the manufaturer is the only soureof information about the drug. The FDA evaluations frequently add up to a few hundred pages, andmost pratiing physiians will never omb through them. For most pratitioners, information about3For examples of the kind of information disovered by a medial expert on examining sealed drug ompanies dou-ments see Breggin (1997a [55℄) onerning Eli Lilly and Proza, and Breggin (2006b, , and d [71℄) for GlaxoSmithKlineand Paxil. 94



drugs will ome from drug-industry sponsored ontinuing eduation seminars and from the glossybrohures of well-trained pharmaeutial representatives who push their wares using every possiblemaneuver. Moreover, FDA evaluations regularly blank out some signi�ant information that themanufaturer believes onstitutes \proprietary information". This may inlude, for example, the listof adverse e�ets observed in studies where the drug was being tested for another indiation, forwhih the rate of adverse e�ets was so high that the manufaturer deided to halt the studies.In this onnetion, onsider again some of the fats disussed in previous hapters:� The stimulant Ritalin disrupts growth hormone prodution, inhibiting the growth of the hild'sbrain while reating severe biohemial imbalanes within it. Indeed, as noted in Chapter 4,there is evidene that stimulants an ause lasting harm to the brain. From our perspetive,these dangers onstitute too high a risk for any hild to pay. We believe that these drugs shouldnever be given to hildren.� In one ontrolled study Proza aused mani psyhoses in 6 perent of the hildren who werepartiipating in this researh (see Chapter 4). Despite having little good e�et, the drug wasdesribed by the authors of the study as useful for hildren. SSRI antidepressants ommonlyause this potentially life-destroying mania in adults, but at a lower rate. Again, we onsiderthe ost to be too high - espeially where hildren are onerned.� Antipsyhoti drugs suh as Abilify, Seroquel, Risperdal, Zyprexa, Haldol, and Mellaril - oftenused to ontrol diÆult patients - ause potentially severe neurologial impairments in a largeperentage of users. Most elderly patients, treated for only two or three months, developobvious, irreversible twithes or spasms; they risk dementia as well. One again, we think thatthe risk is too high.6.6 Serious Dangers Can Surfae for the First Time AfterYears of UseProza, Zoloft, Paxil, Celexa, Luvox, Remeron, and others - the so-alled seletive serotonin reuptakeinhibitors (SSRIs) - built their popularity as antidepressants on the mistaken belief among dotorsand patients that they have fewer serious adverse e�ets than other antidepressants. From the verybeginning, we knew this was false marketing hype reated by the drug ompany Eli Lilly (Bregginand Breggin, 1994 [53℄). But most psyhiatrists seemingly fell for it. Even now many psyhiatristsand other physiians are not aware of the inreasing atalog of dangers from these drugs.To illustrate, over 10 years after Proza was on the market, a headline in the May 1998 editionof \Clinial Psyhiatri News" reported that: \Long-Term Side E�ets Surfae with SSRIs". Theartile desribed serious sleep and sexual dysfuntions, as well as abnormal weight gain, assoiatedwith use of SSRIs. During their disturbed sleep, patients may also su�er from periods of insomnia,nightmares, teeth grinding, sweating, and abnormal movements of their bodies.The report mentioned a drug, Proza, that supposedly bene�ts depressed people but an end upmaking them more depressed and even suiidal! Aording to the report, \With ongoing treatment[with Proza℄, inreasing numbers of patients report lethargy and fatigue". Lethargy and fatigue,of ourse, an lead to or worsen depression. Furthermore, with respet to the insomnia aused byProza, \there are a lot of data showing that people who sleep poorly are more likely to relapse andthat suiide risk is higher"4.4Similar observations were made earlier in Breggin and Breggin (1994 [53℄) and Breggin (1997a [55℄).95



Many people have deided to use Proza in the hope that it will help them lose weight. Eli Lillyitself tried unsuessfully to get the drug approved by the FDA for weight ontrol. Then it turned outthat, over the long term, many patients on Proza are gaining too muh weight. They are beomingobese.How did Eli Lilly respond to these newly reognized dangers of Proza? In a full-page multiolorad in the same issue of \Clinial Psyhiatry News", the drug ompany promoted Proza as produing\both restful nights and produtive days". But \restful nights" are a remarkable laim for a drugthat was already known to produe insomnia in 20 perent of patients in the four-to-six-week studiesused for FDA approval. (Beause of this insomnia, many of the patients were presribed additivesleeping pills). Unfortunately, the ad makes no mention of the risks of obesity, worsening depression,or suiide assoiated with Proza. As required by law, however, a sentene in very �ne print towardthe bottom of the bak page notes that there have been post-marketing reports of \suiidal ideation"as well as \violent behaviors". Though fored by the FDA to mention these possible adverse druge�ets, the drug ompany also stated that they \may have no ausal relationship with the drug".Of ourse, the \unexpeted" weight gain issue is not limited to Proza. One liniian writing to theBritish Medial Journal in 2003 noted: \I have observed frequent, rapid weight gain in lients usingPaxil. When asking questions about the alleged anorexi e�ets of the drug bak in 1995, I was metwith skeptiism. This is the �rst year that live heard anything about the drugs ausing weight gain.However, it's no surprise to me in my role as a therapist" (Green, 2003 [188℄).6.7 Reognizing the Limits of FDA ApprovalTo its redit, the FDA itself has reognized and publiized that FDA approval does not rule outthe danger of serious and even life-threatening adverse reations that may surfae later. Sine thestudies used for FDA approval of psyhiatri drugs typially last only about six weeks, the FDAusually requires a warning that the drugs have not been proven safe or e�etive for longer use. Veryfew onsumers appreiate this severe limitation on FDA approval. Most dotors seem to pay littleor no attention to it.Even short-term eÆay sometimes remains in doubt at the time a drug is approved. For example,internal douments from the FDA raised questions about the e�etiveness of the antidepressant Zoloftright up to the moment it was approved. A high-ranking FDA oÆial noted that the drug had beenrejeted by some European agenies and lamented that the FDA was loosening its approval standardsto favor the drug industry5.Another example onerns Proza, whih, in many of the studies used for FDA approval, turnedout to be no better than a sugar pill. Making it look e�etive required seleting from among thestudies and then dotoring them statistially to inlude patients who had also been treated withtranquilizers6. Proza is now marketed as a generi drug and has lost popularity to other SSRIs.Preditably interest in its e�ets and history has faded - whih allows many of the errors and deep-tions in its approval and marketing to be repeated with impunity for the drugs that follow.6.8 How Adverse E�ets Go UnreportedThe many shortomings of the FDA approval proess plae a great burden on the follow-up proeduresthat go into plae after a drug is marketed. At that point, the FDA begins to rely heavily on voluntary5Temple (1991); disussed in Breggin (1997a [55℄), pp. 229-230.6This observation is disussed and doumented in detail in Breggin and Breggin (1994 [53℄); it is also summarizedand updated in Breggin (1997a [55℄). 96



reports sent in spontaneously; mostly by dotors and pharmaists. A pattern of reports that indiatesa ausal onnetion between a drug and serious adverse e�ets has often led to inreased warningsin the drug's label or to removal of the drug from the market7. In 1990, the Government AountingOÆe (GAO) [167℄ reported that more than 50 perent of drugs approved by the FDA between 1976and 1985 were found, during or after marketing, to have previously undeteted \serious" negativee�ets, or the �fteen psyhiatri drugs approved during this period, nine were found to have additionalserious risks and one was removed from the market by the FDA8. One antidepressant, nomifensine,was found to ause a potentially fatal blood disorder - but only after it had been marketed worldwidefor eight to nine years (Leber, 1992, p. 6).Spontaneous reports to the FDA have played a key role in the ageny's deisions onerning thesedrugs. But how many serious adverse e�ets ome to the attention of dotors, and how onsientiousare the dotors about sending them in to the FDA?One a drug is on the market, thousands of patients may experiene unpleasant or dangerouswithdrawal reations. However, only a few of them will realize that their problems were aused bythe drug9, and even fewer will mention it to their dotors. In turn, only a fration of dotors whobeome aware of even serious and unusual adverse drug reations will atually report them to anappropriate authority suh as the FDA.In his 1998 book, Thomas Moore [287℄ douments how infrequently U.S. physiians report adversereations. Even in the most optimisti senario, it appears that only a tiny fration of adversereations are atually reported, inluding ases so serious they result in hospitalization or death, letthe FDA relies heavily on these reports to monitor drugs, to update their labels, and, if neessary;to withdraw them from the market.In a 1998 Canadian study �fteen hospital-aÆliated primary are pratitioners were queried abouttheir personal observations of serious adverse e�ets of benzodiazepine tranquilizers during the pre-vious two years (Cohen and Karsenty, 1998 [111℄). Seven of these dotors desribed serious e�ets,inluding a fall resulting in a broken hip, a fatal overdose or suiide, a delirium requiring nine daysof hospitalization, and a ase of severe apathy lasting several days that disrupted all work and fam-ily ativities. Yet none of the dotors had written up or reported these adverse reations to anyauthority or journal.In failing to report these admittedly serious and even life-threatening reations, any or all of whihould have resulted diretly from the use of tranquilizers, the dotors withheld reognition of thesedangers from the government, the publi, and the medial profession. Their behavior perpetuatedthe unrealisti attitudes of dotors and patients alike toward the supposed safety of these drugs.6.9 No Guarantee of Long-Term SafetyNo psyhiatri drug has been shown to be onsistently safe and e�etive for more than a few weeksor months of use. Even after many years on the market, psyhiatri drugs are rarely studied tothe degree neessary to determine their long-term hazards or usefulness. In February 2007, theFDA indiated that from Otober 2005 through September 2006, pharmaeutial ompanies hadyet to start 71 perent of outstanding \post-market" safety evaluations that these ompanies hadommitted to begin for approved produts already on the market (Chen, 2007 [86℄). Thus, peopleshould be very autious about staying on any psyhiatri drug for months or years at a time.Very signi�ant hazards may go undeteted even long after a drug is marketed. As noted, the7This proess is disussed, with aompanying examples, in Breggin (1997a [55℄, 1998b [58℄).8Government Aounting OÆe (1990) [167℄, pp. 25, 74-78.9See, for example, Grohol (1997) [190℄. 97



studies used for approval are very short in duration. They are also limited in sope, often exludingpatients who have severe or ompliated emotional problems, as well as patients who are physially ill,atively suiidal, or taking other drugs. In addition, many prodrug biases are built into the researhby pharmaeutial ompanies that are entirely responsible for �naning, planning, monitoring, andinterpreting all of the studies. Drug ompanies typially hire dotors from whom they have learnedto expet positive results. Exept under unusual irumstanes, the FDA relies wholly on data thatthe drug ompanies have gathered, organized, pruned, and interpreted.Adverse drug reations are underestimated or minimized in many di�erent ways. During drugtesting, for example, symptoms suh as depression or anxiety - whih an be aused by many psyhi-atri drugs - are often mistakenly blamed on the \mental illness" of the patient. More spei�ally, aworsening of depression was listed in Proza's oÆial label as a ommonly reported possible adversee�et of Proza until it was edited out on the very last day or two10. Who edited it out? The FDAitself. What was the explanation? The ageny wanted to shorten the distrating \laundry list" ofadverse reations indiated by the drug ompany. Yet depression as a ommon result of taking an-tidepressants surely warrants emphasis rather than omplete deletion from the drug label. Beauseof the deletion, the profession and the publi remain unaware of the frequent reports by Eli Lilly'sown investigators that Proza an worsen depression.6.10 The MediaThe media have beome very protetive of psyhiatry - espeially of psyhiatri drugs. Exept foroasional exposes, the media tend to publish testimonials to drugs while omitting their hazards.Books ritial of psyhiatri drugs are rarely reviewed in major newspapers or magazines and rarelydisussed on television.In the past year, the FDA has loosened the requirements for drug ompany advertisements diretedto the publi. As a result, there has been an explosion of suh ads in newspapers and magazines, andon television, aounting for a 40 perent inrease in print-media ad revenues sine 1997. In 1998alone, the U.S. pharmaeutial industry spent over $1.3 billion for diret-to-onsumer advertising intelevision, magazines, and newspapers. We antiipate that the total will ontinue to inrease andthat the media will beome inreasingly protetive of their benefators. Eli Lilly has learly led theway with a mammoth ampaign for Proza, spending over $41 million in advertising this produtdiretly to the publi in 1998 (an 82 perent inrease over the previous year's spending)11.6.11 What Do Dotors Know?Dotors fail to inform patients about the dangers of mediations in part beause they themselvesare not fully informed. Many dotors rely too heavily on biased drug ompany advertising and salesrepresentatives, and even the more skeptial among them are bombarded with information skewed infavor of drugs. Furthermore, medial eduational and sienti� programs are almost always fundedby drug ompanies and, not surprisingly tend to promote their drug produts. Psyhiatrists, forexample, often get phone alls from marketers asking them to aept $100 for listening on the phoneto an \eduational" program put on by a drug ompany or for attending a free dinner that inludesa seminar about new drugs. In addition to the small fee or the free meal, the psyhiatrists earnContinuing Medial Eduation (CME) redits toward maintaining their medial redentials.Most psyhiatri journals are totally dependent on drug ompany advertising - a relationship that10Temple (1987) [363℄; disussed in Breggin (1997a [55℄), pp. 85-86.11IMS Health (1999) [205℄. The total drug promotion budget in the U.S. in 1998 was over $5.8 billion.98



inuenes their editorial poliies. The speialty journals published by the Amerian Medial Asso-iation (AMA), suh as the Arhives of General Psyhiatry and the Arhives of Internal Mediine,are sent free of harge to dotors in their respetive speialties. How an the AMA a�ord this?Distribution of the journals is paid for by drug ompany advertising. Indeed, by o�ering the journalsfree to so many dotors, the AMA guarantees a hefty advertising investment from the ompaniesthemselves. Similarly the Amerian Psyhiatri Assoiation, wholly dependent on massive infusionsof drug ompany money is unwilling to take a ritial look at either orporate praties or drug prod-uts. Ultimately, even medial and psyhiatri textbooks are written by drug advoates who oftenminimize or ignore important and even dangerous adverse drug reations. Only a few professionalsbeome expert on the subjet of mediations without working with and for drug ompanies.6.12 Dotors' Attitudes Toward Informing PatientsThe failure of dotors to impart information stems partly from ignorane and partly from theirattitudes toward their patients. Many dotors do not feel obliged to \tell patients everything".Instead, they ontrol the ow of information in order to ahieve ertain ends, suh as enouragingthe aeptane of treatment. Medial eduation instills and reinfores this authoritarianism in youngphysiians. From the earliest stages of their linial work, they must make life and death deisions,many of whih are beyond their level of maturity, experiene, or knowledge. If only to hide theirpersonal inseurities about shouldering so muh responsibility dotors an beome arrogant. Furtherenouraging their paternalisti attitudes is the almost priestly role they play within soiety.Dotors also lak the time to desribe the full range of adverse drug e�ets to eah of their patients.And rather than relying on written summaries of these e�ets, they tend to use their unaided memoryand \linial judgment" when informing their patients. As a result, they often leave out importantinformation about potential adverse drug e�ets. Dotors in managed are are espeially pressed fortime and probably more likely than others to skim over or omit ritial fats.Finally some dotors purposely withhold information about the dangers of drugs for fear thattheir patients will refuse to take them. Beause they believe that the patients need the mediation,they presribe it without providing suÆient information for the patients to make an independentdeision. This unethial and potentially illegal pratie is espeially ommon among psyhiatrists,many of whom harbor a patronizing attitude toward patients.
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Chapter 7Plan Your Drug WithdrawalWe an sum up the most prudent and sensible way to stop taking psyhiatri drugs in one shortsentene: Plan it well and go slowly. Regardless of the drug you are using and the problems itmay have reated in your life, a well-planned, gradual withdrawal has the best hane to sueed.Conversely, an unplanned, abrupt withdrawal inreases the risk of undue hardship and may lead youto return, in an equally unplanned manner, to taking drugs.In this hapter, we o�er a rational, person-entered program of withdrawal from psyhiatri drugs.By \rational", we mean that it rests on sound linial priniples and evidene. By \person-entered",we mean that it seeks to help individuals take harge of the withdrawal proess. Anyone onsideringoming o� psyhiatri drugs, or advising a relative, a friend, a lient, or a patient on this issue,should read this hapter arefully. In Chapter 8, we disuss the atual proess of reduing your drugintake down to zero. Then, in Chapter 9, we review the spei� withdrawal reations assoiated withvarious types of psyhiatri drugs. In Chapter 10, we disuss how to help your hild ome o� thesedrugs.The withdrawal proess may be likened to a journey. Before undertaking a journey espeially onewith an unfamiliar destination, you would probably �nd it useful to plan your steps, to make aninventory of the essentials to bring along, and to antiipate potential obstales, allies, and resoures.You wouldn't be able to predit all the diÆult or pleasant surprises, but you ould ertainly beprepared for many of the obvious ones.Before you take the �rst step, though, it would be best if you know whether you really want toundergo this journey.7.1 Deide for YourselfChoosing to ome o� psyhiatri drugs should be your own personal deision. It would be unwisefor anyone else to deide for you whether you should take drugs or stop taking them.Opinions on the usefulness of drugs vary widely. As the reader knows by now, we believe thattaking drugs to solve emotional, psyhologial, and soial problems is at best a misleading, temporarysuper�ial solution. But other people believe that drugs are very helpful, even life saving, and somean't quite envisage ever doing without them. We have met many individuals who deeply believein psyhiatri drugs. Some have eventually ome o� them and found other ways to surmount life'sdiÆulties. We believe that until people deide for themselves what ourse of ation to take, the bestwe an do is to provide aurate information and share our experiene.Taking psyhiatri drugs is muh more than a simple medial or tehnial matter. Taking drugsan seem to give meaning to a person's life; if done at the urging of an authority it may be the nearest101



thing to a religious ritual that you have ever experiened. Your values and ideas about human natureand personal growth, and about the soures of psyhologial su�ering, will inuene whether or notyou hoose to take psyhiatri drugs. In turn, taking drugs will ome to olor your values and ideas(see Chapter 12).As noted, the deision to take or to stop taking psyhiatri drugs should be a personal one. Itshould not be trivialized by glib aeptane of pseudo-medial arguments from your dotor or otherssuh as \This drug is the most e�etive treatment for your serious illness" or \This drug orretsbiohemial imbalanes in your brain" or \Never fail to take this mediation; it's just like insulin fordiabetes".In the �eld of mental health, not a single physial explanation has been on�rmed for any ofthe hundreds of psyhiatri \disorders" listed in the DSM-IV. A reent editorial in the AmerianJournal of Psyhiatry states the ase plainly: \[A℄s yet, we have no identi�ed etiologial agents forpsyhiatri disorders" (Tuker, 1997 [374℄, p. 159). Even in this age of biologial quik �xes, aninreasing number of researhers are doumenting the observation that nondrug approahes produeequivalent or better results than drugs. This is true even for problems onsidered extremely serious,suh as \shizophrenia"1. Your dotors laims to the ontrary have little or no sienti� basis.Yet even well-eduated people may be deeply impressed by psyhiatri , propaganda that appealsto their inseurities. Preisely beause there is so little solid sienti� baking for the use of psyhiatridrugs, mysti�ation and slogans are often ommuniated to dotors by drug advertising, and thento patients by dotors2.Therefore, the �rst priniple of rational psyhiatri drug withdrawal is to deide for yourself thatyou want to do it. Even though taking psyhiatri drugs has beome a fad, pushed by drug ompaniesand dotors, withdrawing from drugs should be a well-thought-out individual deision.Deiding for yourself requires that you take responsibility for the outome of your withdrawal.Regardless of the diÆulties you might enounter, you should not blame others. By the same token,you should take pride in your own aomplishments. Coming o� drugs in the most rational waypossible often requires planning and preparation, strength and determination, and patiene.If others inuened you to take drugs in the �rst plae, and if your own wishes were not respeted,you may �nd it more diÆult to deide for yourself to ome o� the drugs. If you depend on others foryour eonomi or physial sustenane - as do many people who take neuroleptis, suh as Risperdal,Seroquel, Zyprexa, and Haldol - the deision to withdraw from the drugs may be harder to make.If you've taken drugs for many years, you might not remember exatly when and why you startedon them. Or if family members or your dotor are adamant that you remain on the drugs, youunderstandably may not wish to risk alienating these people. These are diÆult irumstanes, andthere may be no easy solution.
1See Fisher and Greenberg (1989 [153℄, 1997 [156℄) for two of the best aounts of the omparative e�etivenessof drugs and psyhotherapy for the full range of emotional problems. Psyhotherapy omes out surprisingly well.A reent survey by Consumer Reports (November 1994) indiates that lients of psyhotherapy were as satis�ed as,and usually found the experiene more rewarding than, those who were treated with drugs alone or who reeiveddrugs in addition to ounseling. This �nding held true regardless of the problems for whih treatment was sought.Soial workers, psyhologists, and dotors were rated as equally e�etive in this survey, the largest of it's kind everundertaken.2Here are some of the drug-ad slogans that appeared in the July 1998 issue of the Amerian Journal of Psyhiatry:\Paxil means peae", \Make your �rst hoie Proza for both restful nights and produtive days", \Gentler daysahead" (Risperdal), \I got my mommy bak" (E�exor), \Put it to the test" (Bemeron), \Antipsyhoti power forroutine use" (Zyprexa), \Presribe Adderall - it may make a di�erene", \Bringing out the best in nature" (Eskalithlithium tablets), \Out of haos omes ontrol" (Seroquel), and \Yes!" (Zoloft).102



7.2 Try to Get Help from an Experiened CliniianTrue health emergenies only oasionally our during a well-planned, gradual withdrawal. Ourimpression is that most people who ome o� psyhiatri drugs have suessfully done so on theirown, without ative linial supervision. Yet it an sometimes be dangerous to try to withdrawwithout professional supervision. We believe that most people would bene�t from the support of aquali�ed, experiened therapist or liniian who is sympatheti to their wishes. This person ould bea psyhiatrist, a general pratitioner or other medial dotor, a pharmaist, a linial soial worker,a psyhologist, a nurse, or a ounselor with training or experiene working with people who takepresription psyhiatri drugs.A therapist should feel free to ommuniate learly to patients or lients, and often to theirfamilies, that withdrawing from psyhiatri mediations is a reasonable hoie with great bene�tsfor many people. The therapist should also ommuniate that the hoie remains with the lientor patient, that eah person's ase is unique, and that any withdrawal strategies should be tailoredto the individual's needs, often with the involvement of friends and family. The emphasis alwaysremains on the patients right to hoose whether to stay on mediations or to stop them. Some peoplemay need enouragement to break out of a destrutive yle of using mediation; others may needreassurane that they will not be pressured to stop their mediation unless they are faing seriousrisks of toxiity (Cohen, in press).We �nd that patients and lients often want to learn in detail about the health professionals expe-riene in helping people withdraw from spei� drugs. They should expet their health pratitionersto provide in-depth answers about their knowledge and experiene.
7.3 How May a Cliniian Help?Most liniians are not well versed in the tehniques for helping people to withdraw from psyhiatridrugs. Some are plainly hostile to the idea, espeially in ases involving neuroleptis, lithium, orantidepressants. Indeed, if you are reading this book to get help in stopping psyhiatri drugs, itspossible that you've already disussed this intention with your dotor but were not able to \getthrough" to him or her.An experiened therapist an be helpful preisely beause he or she has observed withdrawalreations and knows that most tend to subside within a few days or weeks. Hearing that you areexperiening a withdrawal reation, rather than \losing your mind", may be enormously reassuring.In addition, the therapist may be able to identify a potentially severe withdrawal reation.A aring and empathi therapist an also work with you on the psyhologial and pratial issuesthat are bound to arise as you redue your drug intake, begin to experiene your problems di�erently,and seek solutions for them other than drug use. One of the main hallenges of drug withdrawal isnot the withdrawal itself but, rather, how you live your life after withdrawal. A good therapist anprovide you with the enouragement and advie you will probably need as you rebuild your life onmore seure footing without drugs.Having a dotor on your side may also ease the anxiety that friends or family members arefeeling about your plans. And sine mental health professionals are often onneted to a network ofolleagues who an give them advie about spei� problems that arise, they are likely to have readyaess to medial or psyhologial information and to be able to help you make sense of it.103



7.4 Informing Your Dotor of Your IntentionsAs a �rst step, you may wish to inform your dotor of your intentions onerning withdrawal. Youan ask for help in developing a shedule of tapered doses and a list of likely physial and emotionalreations. If you are taking benzodiazepine tranquilizers (i.e., \antianxiety" drugs suh as Ativan,Klonopin, Valium, or Xanax), your request should be easily met. Chanes are that your dotor willatively support your desire to stop taking sedatives, sleeping pills, or tranquilizers. These drugsare less popular, in fat, they are viewed as deidedly dangerous by many informed physiians.Even dotors who believe that your anxiety is a hroni illness requiring lifelong mediation may besympatheti to your desire to stop taking benzodiazepines. Many physiians have seen too manypatients addited to benzodiazepines; they realize that these patients are su�ering from \benzo blues"(Drummond, 1997 [135℄) rather than from their original anxiety or stress.If your relationship with your dotor is not based on trust, you will probably �nd it awkwardto broah the subjet of drug withdrawal. If you are not used to being honest with your dotor orgenerally dislose only a limited amount of information about yourself for fear that your dotor willinrease your dosage or add new drugs, then expressing your intention to ome o� drugs might strainthe relationship.If you are taking psyhiatri drugs other than tranquilizers, and espeially if you've had one ormore psyhiatri hospitalizations or a suiide attempt in the past, your dotor may be very hesitantto support you and might even beome antagonisti. Try to remain alm, however. Displayingagitation over your dotor's negative reation ould be ounterprodutive in the planning of yourwithdrawal proess. Instead, try to understand your dotors perspetive.Your dotor is probably ommitted to believing that pills are indispensable, espeially if he orshe laks knowledge about ounseling and empathi listening. Chanes are that most of his or herreent training or ontinuing eduation has foused on lassifying patients in diagnosti ategories soas to presribe drugs for them. Moreover, if your dotor is a general pratitioner, he or she probablyattends annual onferenes in whih dotors are urged to reognize \hidden ases of depression" and\underlying anxiety" and to quikly presribe drugs. Shifting their problem-solving abilities towardnondrug options an pose major hallenges to dotors' expertise and professional identity. Manydi�erent types of mental health professionals o�er psyhologial servies, but only medial dotorspresribe drugs. If you have ome to see a physiian, there is a built-in expetation that you wantand need - and will very likely get - a drug3.Preisely beause many dotors express a negative or antagonisti attitude about drug withdrawal- espeially withdrawal that the patient initiates, ontrols, and evaluates - they are not likely toaept or welome reports of positive results. Our linial experiene indiates that when patientssuessfully stop taking psyhiatri drugs on their own, they usually do not tell their former dotors.Patients are even less likely to tell their dotors if the relationship was super�ial or entered aroundthe presription. Frequently patients are too angry or afraid to ommuniate with the dotor, or feelinsuÆiently ared for. Thus the dotors simply do not learn that withdrawal an be aomplishede�etively and frequently results in substantial bene�ts.However, if your dotor is open-minded and genuinely interested in your welfare, you shouldde�nitely disuss the issue with him or her. You will need to desribe almly the goals you are tryingto reah and the nature of your withdrawal and rehabilitation program. If you detet resistanefrom your dotor, you might try to negotiate ertain onditions under whih the dotor will agree tosupervise your withdrawal.3As doumented in Sherman (1998) [342℄, the proportion of visits to a psyhiatrist that inluded an antidepressantpresription inreased from 53.5 perent in 1985 to 70.9 perent in 1994. Overall, the number of visits in whih apsyhiatri drug was presribed jumped from 33 million in 1985 to 46 million in 1994.104



You might point out to your dotor that you have been \stable" for some time, and explain that,sine drugs do not ure any problem but only help suppress some symptoms, you feel it's time foryou to try to ontrol them yourself. You ould also remind your dotor that when things go well, itsyour drug that gets praised; but when things go wrong, it's your \illness" that gets blamed. If youinsist on disussing the issue, almly but �rmly, and if you share the plans you are making to ensurethat the withdrawal will be suessful, there's a good hane you will be able to earn your dotor'ssupport.7.5 Stay in Charge of the WithdrawalThis is not to say that you should let your dotor ontrol the withdrawal. Even if you have beengiven every possible reason to believe that he or she understands the withdrawal proess, it has tofeel like a ollaboration.And sine physiians often withdraw patients too abruptly from psyhiatri drugs, above all elseyou must feel free to slow the proess down.Sometimes, as we disuss in Chapter 9, dotors ut the dose by half from one day to the next,while still alling this a \gradual" withdrawal. Suh an abrupt redution is an imprudent strategyin most ases. Beause of ignorane, lak of experiene in patient-entered withdrawal, or even anunaknowledged wish to sabotage your e�ort, your dotor may rush ahead and reate unneessaryompliations. The unfortunate outome will then be used to prove to you that withdrawal was abad deision to begin with.Some of the steps disussed in later hapters of this book, suh as seeking replaement solutionsand mastering tehniques to ope with various manifestations of your problem, will help you to showyour dotor that you are motivated, responsible, and apable of withdrawing suessfully.One woman who was presribed an antidepressant and two tranquilizers for three years said tous: \I told my dotor that if she didn't help me [to withdraw℄, I was simply going to do it alone.She didn't misjudge my determination and turned out to be very ooperative. She looked up a fewreferenes, gave me advie to go slow, and alled me one a week. She later told me that she learneda lot from me."If attempts to enlist your dotor's ooperation or assistane fail, you should be neither surprisednor disouraged. Remember that you, and no one else, will do the atual \work" of oming o� drugs.You will feel - the pain, and you will experiene the rewards. You will have to deal with the objetionsand fears of those around you who resist the idea that at least some of your urrent problems areatually drug-indued. You must therefore try to be in harge of the entire proess from the verybeginning, from the very �rst moment you deide for yourself that oming o� drugs is your goal.7.6 The Best and the Worst to Expet from Your DotorAt best, your dotor will support and even enourage your desire to live a drug-free life; provide youwith fatual, medial information on withdrawal e�ets; reommend a sensible, pratial taperingshedule; presribe, if neessary, another drug that may be less unpleasant to withdraw from than theone you're urrently taking; remain available for ongoing medial supervision during the withdrawal;refer you to a psyhologially minded olleague for ounseling during the withdrawal proess; and, ifyou have been taking very high doses of tranquilizers for several years, possibly hospitalize you fordetoxi�ation.At worst, your dotor will dismiss or ridiule your desire to withdraw from drugs, enourage your105



dependene on drugs, undermine your on�dene in yourself, provide you with inorret information,threaten you with dire onsequenes, and sabotage your e�orts.If your own dotor refuses to help you, onsult another dotor or therapist. Bear in mind, however,that mental health professionals are likely to help you withdraw from drugs only within the ontextof a sustained relationship and only if they are able to entertain for themselves the idea that nondrugsolutions are realisti, desirable options for a range of problems.Pharmaists are sometimes quite willing to provide patients with withdrawal advie, espeiallyfrom tranquilizers. As a whole, prodded from within and without, the profession of pharmay hangedover the last two deades, with pharmaists inreasing their visibility and ompetene as ounselorsand as evaluators of physiian-presribed treatments4. Nowadays, beause presribing physiians sooften fail to inform their patients appropriately many people �rst learn about adverse e�ets at thedrugstore, diretly from the pharmaist, or from a printout or pamphlet about the drug reeived asthey �lled their presription.When pharmaists provide withdrawal advie to patients, they are not ontraditing a dotor'smedial presription. When they answer patient's questions about the safest ways to withdraw, theyare giving vital information needed by those patients to make intelligent deisions about their futurewell-being. Indeed, although pharmaists are often pressured to inrease patients, ompliane intaking drugs, some people �nd in them a muh more sympatheti ear than they do in their dotors.In any ase, beause of their spei� training in pharmaology hanes are that pharmaists are moreknowledgeable and sensitive about withdrawal issues than most other health professionals.Inreasingly mental health professionals without medial training are intimately involved in thepresription situation. Soial workers, ounselors, and psyhologists are today often alled upon toinform their lients about mediation e�ets and to monitor these e�ets when lients are mediated,and to disuss lients' ideas about mediations. They serve as eduators, ounselors, monitors, advo-ates, and researhers. These professionals sometimes pursue speialized training about psyhotropidrugs. As well, many in the profession of psyhology are atively lobbying state legislatures to grantpsyhologists some form of authority to presribe psyhotropi drugs - a move strongly opposed byorganized psyhiatry. While we are ambivalent about further inreases in the number of individualswith the power to presribe psyhiatri drugs, we an also see some potential bene�ts. Over thepast deade many non-medial mental health professionals have gained more speialized knowledgeabout psyhiatri drugs. Hopefully, this may give lients more options about the type of advie theyreeive when trying to deide whether to take, ontinue taking, or stop taking mediations. But asof now, most professionals exerise the power to presribe with dangerous abandon.7.7 Set Up a Support NetworkMore than a dotor or a therapist, your network of friends and trusted aquaintanes ould beomeyour most valuable resoure during the entire withdrawal proess. Coming o� drugs is an undertakingbest done with support from others, espeially if you have been taking drugs for several years andhave dulled or lost some of your other oping responses.Although family members and friends an provide invaluable help, we have found that peer oun-selors or members of a self-help group often o�er the best support. Many self-help groups, inludingAloholis Anonymous (AA), help their members to withdraw from psyhoative substanes. Al-though we do not personally know of any \Twelve Steps" support programs designed spei�ally forusers of psyhiatri drugs, we believe that suh groups might be helpful. However, beware of self-helpgroups in whih the prinipal objetive is to get members to aept the idea that their emotional4See, generally, Morris et al. (1997) [288℄ and Shommer and Widerholt (1997) [335℄.106



problem is a disease, that they should onsult a medial dotor for it, and that drugs are the bestremedy. When these groups disuss mediation issues and adverse e�ets, the aim is to dereasemembers, resistane to taking drugs.Less strutured self-help groups, suh as those found in peer-run mental health enters, are likelyto put you in touh with people who have suessfully given up psyhiatri drugs and who remainavailable to disuss their experiene and give advie. Whether these people have freed themselveswholly or partially from drugs, they may be extremely helpful to you.People who have been through the proess of getting o� psyhoative drugs will usually be non-judgmental and aepting of your plight. They will quikly understand why you want to stop takingdrugs. They will not need to be onvined that its a sensible alternative to your treatment. Possibly,they will have a more positive outlook about your hanes than other people will. Even if theirmotives and experienes were di�erent from yours, talking with them might show you that omingo� psyhiatri drugs an be aomplished without major drawbaks, while leaving you a strongerperson.7.8 How a Friend Can HelpDisussing your wishes, goals, and apprehensions informally with empathi nonjudgmental people -matter how novie in ounseling or laking in professional redentials they are - an be very bene�ial.One way that resoure persons an help you is to agree to stay in touh with you during the durationof your withdrawal. But this is not to say that they have to be saddled with the responsibility of\seeing you through" the withdrawal. After all, you must take responsibility for your deisions. Andin any ase, no matter how well-meaning and well-intentioned other people are, they may break theirpromises. So, rather than beoming disappointed in spei� individuals and feeling disouraged, seekout - and make use of - as muh soial support as you an.Arrange for your resoure persons to talk to you on the telephone on a regular basis - one a dayor a few times a week - whether you're feeling �ne or not. Perhaps they ould also agree to meetyou on oasion to o�er reassurane and advie, or simply to lend an ear. If they've been throughdrug withdrawal themselves, they will know that, if you're not feeling well, there is a valid reason.They will know that painful emotions and bodily sensations are to be expeted. They will knowthat people undergoing this potentially diÆult experiene often lose perspetive, despairing overminor drawbaks or exaggerating small vitories. They will know that a few reassuring words ando wonders at ritial times. They will be able to see if you need additional help, espeially if yourwithdrawal reation is more serious than you realize. They will also help you avoid making rash orunwise deisions about your life.Ideally you should be helped to ome o� psyhiatri drugs within the ontext of a safe, trustingrelationship with an experiened, informed helper. One priniple often applied in drug additiontreatment enters is to establish a trusting relationship with an individual who has been through thesame proess and an provide reassurane, as well as antiipate some of the diÆulties involved.In sum, the proess of oming o� psyhiatri drugs neessitates that you build a soial supportnetwork. Seeking allianes with like-minded, supportive individuals will strengthen not only yourresolve but, quite likely, your abilities in other areas as well. You will feel the bene�ial e�ets oflearning to seek support from others beyond the issue of drug withdrawal.Countless people have been too stigmatized, isolated, sared, or onfused to enlist this kind ofsupport. Fored to rely on their own resoures, they have nevertheless suessfully managed to stoptaking psyhiatri drugs. However, in the absene of medial supervision, many of these people haveinurred inreased risks of experiening unpleasant and even dangerous withdrawal reations.107



7.9 Support Networks on the InternetThe degree to whih self-help support resoures have taken hold in the \online world" attests totheir usefulness to many people around the world. No disussion about setting up a support networkto handle diÆult situations would be omplete without referene to the resoures available on theInternet.In his guide to online mental health resoures, psyhologist and Internet pioneer John Groholwrites: \It is easy to forget that the online world o�ers not only the ability to `browse' but also totake part in an interative, supportive ommunity" (Grohol, 1997 [190℄, p. 244). Indeed, via theInternet, tens of thousands if not millions of people disuss issues of interest and try to support eahother through diÆult times.The Internet has been partiularly useful in establishing onnetions between urrent and formerpsyhiatri patients. As Grohol points out, online support is indispensable to people who live inremote or rural areas. It is also espeially useful to people who have diÆulty with fae-to-faeinterpersonal relationships. Still others may �nd that their emotional problems are less stigmatizedin the online world. Above all, the Internet o�ers an immediate way to \talk" with people throughoutthe ountry and around the world, who are likely to have experiened troubles very similar to yourown.Thousands of self-help disussion groups and forums ourish on the Internet. People disuss theirpersonal diÆulties, ranging from aloholism to weight loss, and o�er advie to others. In somegroups, people disuss withdrawing from psyhiatri drugs.All that is required for you to begin suh a disussion is to enter a forum by getting a passwordand posting a message. In all likelihood, you will reeive several empathi and enouraging replieswithin a ouple of days. If you are luky, you'll reeive some well-informed replies as well. Keep inmind, of ourse, that most partiipants will be expressing their personal views and opinions, whihare muh like those expressed in any other ontext. In fat, all online omments should be takenautiously beause partiipants will usually remain anonymous and you will lak the feedbak thatfae-to-fae or even telephone onversation provides.The myriad Web sites devoted to mental health issues and psyhiatri drugs require aution. Obvi-ously the quality of drug-related information on the Web varies greatly. Some of the most ommonlyused and highly respeted sites suh as WebMD are sponsored by drug ompanies. When it omesto the topi of drug withdrawal, we have found the following harateristis to be assoiated withbetter-quality information on the Web: (1) the owner or author of the site is learly identi�ed, (2) thesite is easily readable, (3) exat referenes to the literature are provided, as well as aknowledgmentsthat most knowledge on withdrawal rests on ase reports and on �rst-person aounts, and that mostreommendations about spei� tapering strategies are the opinions of experts, (4) the site does notsell or endorse \herbal", \nutritional" or other produts laimed to hasten withdrawal or to greatlyredue withdrawal e�ets (without induing psyhotropi e�ets or reating the potential for futurewithdrawal diÆulties), and (5) the site is not sponsored by drug ompanies, medial enters, orother groups highly vested in the pharmaeutial and medial industry.An ongoing dialogue often develops between two or more individuals on the Internet. The followingare just a few of the hundreds of messages about antidepressant withdrawal posted during the springof 1998 on the Health for Life Center message board ( www.lexmall.om ). They are unedited (exeptfor spelling) and, for the most part, onern withdrawal from the antidepressant Zoloft.\This is what I have been looking for, I feel a lot better now that I have read that otherpeople have the same type of withdrawal that I am having. I an almost ry beause like youI was told no problems, just quit . . . yeah, right!! I thought that I had something worse thanwhat this may be. Thanks for having this here. I was on 100 mg of Zoloft for 6 months, and it108



helped. However I quit 2 weeks ago and this withdrawal is deadly I have a steady headahe, Ifeel like I am high but the mind is still here, my body tingles, I get twithes, I am exhaustedmost of the time, I an't stand this anymore. I am dizzy, I have stomah ramps, I am sik. Myappetite, well, for a few days I was hungry onstantly; ouldn't stop eating, and now though, Iam still hungry but I an't eat. I wonder when it is going to stop, hopefully soon!!" [Posted byTanya on Marh 26℄\Yes . . .me too. However, I think I have taken a safer approah than that reommendedby your dotors. I have ome down gradually . . . from 200 mgs to 125, to 100, to 75, to 50,to 33.3, to 25, and now to 0. The entire proess has taken me about 3 months. When I �rstused it, I built gradually up to the 200. I experiened TOTAL sexual dysfuntion, and knewthat I wanted out altogether . . . if I had wanted astration I would've asked! The �nal part thewithdrawal has been the most diÆult . . . 25 to 0 . . . and I wonder if I should've gone to 10 or15 �rst. But now that I am here, I am going for broke. I have dizziness and mood swings forthe last ouple days, but they do not seem nearly as severe as those I read about above. I donot believe there is any other way to redue the withdrawal symptoms. . . . Feel free to `e-mail'me about any of this. Take are and hang in there!" [Posted by Ed on April 5℄\I really want to stop taking Zoloft, but I'm so sared. Withdrawal has always aused me toexperiene a deeper depression. I want to stop but don't know how. Anybody got any ideas?"[Posted by Kristin on April 12℄\I've been withdrawing from 100mg/day Zoloft for three weeks now. The vertigo is worse,not better. I an pratially fall down just by turning my head. I'm probably not safe behindthe wheel of a ar. I have onstant headahes, an't think learly an't fous my eyes, and amyriad of other symptoms. I'm tired/sleepy grouhy emotionally labile. My appetite is history.I get nothing done at work or at home. My temper is so short it's pratially nonexistent."\When my dotor and I deided I'd try life without Zoloft again, I asked about withdrawalsymptoms and he said, `No problem-just quit taking it'. I don't want to take drugs every day.But to avoid feeling like this, I might revise my feelings on the subjet! When will this end?Ever?" [Posted by Kate on April 13℄\I was presribed Zoloft only 2 months ago (50mg). After the �rst bottle ran out, I ouldn'ta�ord to get another until 2 weeks later. What I experiened in those 2 weeks was horrible!I didn't know what was wrong with me. Now, from reading these e-mails, I know that I wasexperiening Zoloft withdrawal. Had I only known! Why didn't the dotor tell me about this?Now I'm afraid I'm going to feel worse trying to kik the drug. In that 2-week period, I startedfeeling dizzy and sik to my stomah. The dizziness was so bad at one point when I was drivingthat I had to pull over and park the ar for a few minutes. I thought I had the u. Then my�ngers, hands, and part of my arm started to tingle. The dizziness lasted for about 7 days. Thelast 4 of the 7, I had started taking the Zoloft again. I've been bak on the Zoloft now for 6days. No more dizziness and the tingles are slowly disappearing. They were almost non-existenttoday. I told the dotor about these symptoms. He told me I probably have a virus. He alsotold me to keep trak of the tingling and other symptoms. He said it ould be the early warningsigns of a disease. Apparently, dotors are uninformed and my dotor very asually presribedit to me. How am I ever going to get o� this drug?" [Posted by Joye on April 16℄These messages vividly illustrate, in ordinary language, the great variety and potential severity ofwithdrawal reations from antidepressant drugs suh as Zoloft. They also express the writers judg-ments that their dotors were uninformed, presribed and withdrew drugs too easily and misinformed109



them about the withdrawal proess. As we have noted and will further disuss, although problemswith withdrawal from antidepressants are neither rare nor mild, they have reeived sant attentionuntil very reently.Of partiular interest, however, are the expressions of relief from some of the writers upon disover-ing that their disomfort is drug-indued and that they are not alone. Clearly, they reeived omfortand enouragement from having their experiene validated by others, even omplete strangers.7.10 KnowWhat Coming of Psyhiatri Drugs Might EntailTo sueed in your withdrawal, you should have a good idea of the \journey" ahead of you andthe events and situations you are likely to enounter. You should antiipate possible problems andunderstand, in advane, what onrete steps should be taken to redue these problems.The good news is that energy, vigor, and memory often return when people stop taking psyhiatridrugs. Indeed, you may well disover that you are able to think and fous more learly that you areable to feel a wider range of emotions, and that you are more sensitive to ues from your soial andphysial surroundings.7.11 Antiipate Withdrawal ReationsYou may reall that when you �rst started taking psyhiatri drugs, your body reated in variousways. For instane, you may have felt more sleepy, sweated more, had bouts of dizziness or nausea,notied a tremor in your arms or legs, lost your appetite, or experiened various sexual dysfuntions.Possibly one or two of these reations were somewhat severe, put you out of ommission for a fewdays, and then quikly disappeared as your body beame tolerant to the drug or as the dosage wasaltered.You may also have reated emotionally to these hanges. Perhaps you felt relieved that the drugwas atually hating an e�et and thus began to feel better about some of the diÆulties in your life.Or maybe you were anxious or depressed about having to put up with the physial reations involved,worried about taking the drug for a long time, or felt apatheti about the prospet of dealing withthose people around you who seem to have ontributed to your personal diÆulties.Similarly, letting go of a drug is bound to reate physial and psyhologial reations. Your bodywill begin to adjust to the absene of the substane. At the same time, the knowledge that youare giving up a drug and the physial hanges you are undergoing will stir up various emotions andthoughts. These physial and psyhologial reations may be quite subtle or quite obvious, or both.They will often resemble the problems that led to your taking drugs in the �rst plae.It will help greatly to �nd out what you an about the withdrawal symptoms assoiated with thedrug you're taking. In Chapter 9, we review this information in detail.7.12 Understand What Inuenes the Ease of WithdrawalThe severity of your withdrawal reations will depend on the type of drug you're taking. For example,drugs with a shorter half-life (the amount of time it takes for the body to eliminate half of thedrug) tend to produe more intense withdrawal symptoms, even during gradual withdrawal. Theirwithdrawal e�ets are also usually felt sooner after the last dose than those of drugs with longerhalf-lives. Information on the half-lives of drugs is almost always inluded in the drugs' oÆial labels110



published in the Physiians' Desk Referene5.The intensity of your withdrawal will also depend on how long you have been taking the drug andhow muh you were taking on a daily basis. In general, it's more diÆult to withdraw from drugstaken at high doses and for several months or years.The withdrawal proess will also be inuened by your general state of health. Advaning age andhroni medial onditions, whih render people more vulnerable to adverse drug e�ets, may alsoinrease the diÆulty of withdrawal. Sometimes, however, younger patients report more diÆultiesthan older ones.In addition, various subjetive fators will undoubtedly play a role. Your attitude toward with-drawal is partiularly signi�ant. As we disuss below, the psyhologial fear of withdrawal, unlesssquarely faed, may represent a powerful obstale. Your attitude toward physial disomfort is alsoimportant. For example, the urge to relieve even minor disomforts with pills may limit your will-ingness to put up with withdrawal-indued disomforts. Your knowledge of withdrawal reations willalso inuene the way in whih you deal with these reations. Knowing in advane that you mightexperiene a temporary withdrawal symptom will help to reassure you that the proess is preditable.Finally the support and enouragement you reeive an be deisive. One study has shown that evena single enouraging letter from a dotor may help patients to signi�antly redue their drug intake,even in ases involving drugs that have been taken for years and are widely onsidered additive6.7.12.1 Look Out for the Return of Your Original ProblemsComing o� drugs is often aompanied by the return of some of the original distressing feelings andbehaviors that led you to take drugs in the �rst plae. In the psyhiatri literature, this phenomenonis usually referred to as a \relapse". One a drugs e�ets begin to wear o�, your original problemsmay begin to resurfae if their psyhologial or situational roots have been negleted. Also reallour disussion (in Chapter 1) of how diÆult it may be to distinguish between a reurrene of youroriginal problems and an atual withdrawal reation.The return of your original problems represents a ruial test of your determination and abilities,as you will be hallenged to aept and deal with these emotions and behaviors through onstrutivemeans other than drugs.7.12.2 Antiipate the Possibility of a Long Withdrawal PeriodJust as withdrawal symptoms vary, so does the length of time that those symptoms last. Dependingon the drug you're taking, and on other fators suh as your state of health, your withdrawal proessmay last several weeks, even months. Renewed energy and vigor, as well as subtle, unpleasante�ets, may be experiened over this period. In our linial experiene, withdrawal reations tomany drugs, inluding the SSRI antidepressants like Paxil and the tranquilizers like Xanax, an bequite protrated, lasting a year or more, sometimes leaving permanent adverse e�ets.Unless a mediation has been taken for only a few days or weeks, abrupt withdrawal is neveradvisable. As a general rule, it may require one month of withdrawal for every year of exposure toa drug. For example, a person who has taken antidepressants for two years may require at least a5Yearly editions of Physiians' Desk Referene are published by Medial Eonomis in New Jersey. They an befound in bookstores and libraries.6Cormak et al. (1994) [122℄ report that, within a six-month monitoring period, elderly long-term users of benzo-diazepines redued their drug use on average by two-thirds (ompared to a ontrol group) after reeiving a letter fromtheir dotor desribing the risks of drug use and suggesting that the use be gradually dereased and, in time, stopped.Nearly one-�fth of those who reeived the letter ompletely stopped their drug use. See also Wylie (1995) [395℄.111



two-month gradual taper. However, there are no strit guidelines and, as emphasized in the nexthapter, eah individual needs to �nd a omfortable pae for tapering a drug. The next hapter alsoexamines the withdrawal proess in more detail with spei� reommendations regarding safety.7.12.3 Be Prepared to Change Your RoutinesIf you have been taking drugs for a long time, your lifestyle may beome profoundly disrupted as youwithdraw. For a few weeks, you might have diÆulty stiking to your regular routines. At times,simply knowing that you're trying something di�erent may preoupy your thoughts to an unusualdegree and leave you unable to arry out your regular duties as e�etively as before.7.12.4 Expet Reawakened FeelingsComing o� drugs - espeially strong depressants suh as tranquilizers, neuroleptis, or lithium - ofteninvolves a potentially dramati reawakening of the senses. This reawakening an lead to feelings ofpani in people who do not realize the extent to whih their hearing, touh, taste, or sensations ofold and heat an beome unexpetedly aute after having been desensitized or anesthetized for longperiods.7.12.5 Handling Disrupted SleepWithdrawal from several psyhiatri drugs - espeially entral nervous system (CNS) depressants suhas tranquilizers, many antidepressants, lithium, and antipsyhotis - often provokes bouts of severeinsomnia. And withdrawal from stimulants, and from the more stimulating antidepressants suh asProza-like drugs, an indue \rashing" with sleepiness and fatigue. Infrequently the insomnia orexessive sleepiness may last several weeks.Sleep deprivation an be frightening and emotionally disrupting. A few nights of disrupted sleepmay be suÆient to make you lose your resolve. It is important that you manage to sleep between�ve and eight hours every day with naps during the day if needed. The mental and physial e�ortsinvolved in drug withdrawal require that you rest and renew your energy every day.If you have a tendeny to beome high or euphori (\mani"), the inability to sleep may signalthat you are on the verge of a more serious emotional risis. In this ase, you may need to temporarilyresume a higher dose of the drug you are taking or to seek a onsultation. Also, persistent loss ofsleep an make you impatient, irritable, and quik to anger. It an bring out almost any problem thatyou have had diÆulty ontrolling. In general, however, a temporary period of sleeping diÆultieswill not be harmful over the long term.If you �nd yourself overly sleepy during withdrawal, get lots of rest and try to be autious inyour physial ativities. Moderate, safe exerise may be helpful. Don't resort to exessive a�eine orstimulants to stay awake. Your brain needs a break from drugs. The fatigue and somnolene shouldsubside with the gradual elimination of the drug from your body and your brains return to normalfuntioning.7.12.6 Dealing with Strong Reations from Friends and FamilyThose around you may fear that any unusual feelings or withdrawal symptoms are a sign that youare deteriorating or \relapsing" without your mediations and need to restart them immediately.They may even pressure eah other to \do something" about whats happening to you.112



Often, relatives are worried about the harmful e�ets of drugs on their loved ones. Many of therequests for help and information we reeive about drug withdrawal ome from onerned familymembers. However, beause they are also bombarded with prodrug propaganda and have so littleaess to nondrug options, your relatives may believe that they should pressure you to stay on drugs.Antiipate that their hoies will sometimes be more restrained than yours.If you are living with family members, or remain dependent on or losely involved with them, theywill naturally have serious onerns about your withdrawal from psyhiatri drugs. The problemsthat led to your taking the drugs may have aused them a great deal of stress and worry givingthem good reason to fear that you will lose ontrol of your emotions or behavior. If you want theirenouragement, whih depends in part on allaying their fears, you need to be honest about the pastonsequenes of your behavior.Conits embedded within the family itself are often unfairly blamed entirely on the person whohas reeived a psyhiatri diagnosis and is taking drugs. Thus, when you deide not to aept yourprevious role as a \psyhiatri patient", others in the family may feel threatened. Perhaps they havebeome austomed to fousing on you instead of on their own problems, or on the ways in whihthey have ontributed to their onits with you. Anything you do to upset that balane might bestrongly resisted by your family. Your relatives may be espeially resistant if your withdrawal seemshaphazard, areless, or unplanned. In sum, family members an help or hinder your withdrawal, buteither way they are bound to be quite onerned.There is no easy reipe for turning your relatives into allies during this phase. However, sharingyour detailed plans about withdrawal, and about life after withdrawal, ould help. Making learyour determination to at responsibly will be important to your relatives - and to you. You shouldalso openly aknowledge the diÆulties your past behavior may have aused them as well as yourself.Asking for their support in potentially diÆult times will be reassuring to them and valuable to you.Ultimately your family's fears or apprehensions will be best allayed by seeing you funtion wellwithout psyhiatri drugs.7.12.7 Don't Overreat to Anger and GuiltAs you withdraw from drugs, you may beome angry about the drug treatment that you've reeived,espeially if you were misled or fored to take drugs. The drug e�ets may have estranged you fromsome of your most powerful emotions, inluding your sense of outrage, injustie, and self-preservation.Some of these emotions may resurfae when you withdraw. It is very important to keep your angerunder ontrol during withdrawal.7.12.8 Be Flexible About WithdrawalYou and you alone should deide what you an bear while undergoing withdrawal. We believe thatthere are no hard and fast shedules. You should not withdraw at a faster pae than you desire orfeel omfortable about.Some liniians may be skeptial about whether tiny doses of a psyhiatri mediation an atuallyhelp to manage or ontrol withdrawal reations. Despite our own initial skeptiism, we have seenpatients e�etively use tiny doses in the last few weeks and even months of withdrawal. A fewindividuals have taken as little as one-sixteenth of the smallest available pill over several weeks as ameans of ontrolling their last remaining withdrawal symptoms from tranquilizers, antidepressants,and antipsyhotis. For example, tiny doses have managed the nausea assoiated with Zyprexawithdrawal (see Chapter 9). For some people, a sensitization to drugs7 toward the last stage of7Here is an example of sensitization: When given amphetamines that are then withdrawn over a period of time,113



withdrawal appears to explain the impat of minusule doses. Our experiene with these peopleon�rms the importane for eah individual to withdraw at his or her own pae.You and you alone must hoose how you will stik to your withdrawal shedule when stressfuland anxiety-provoking situations arise. You must deide whether or not to take pills or to inreasedoses on \hard" or diÆult days. You must determine when you are able to use these situations topratie your skills at living without resort to drugs. The important thing is not to push yourself toany extreme in oming o� drugs.For example, when unexpetedly severe reations are produed by withdrawal, you ould rein-stitute your previous dose and then proeed with a more gradual taper (see Chapter 8). If thisproess is well-planned, you are not likely to beome overly disouraged. On the ontrary you willbe pratiing an appropriate, measured response to your body's signals.7.12.9 Set Up an Ation PlanA detailed ation plan inreases your hanes of suess. Here are some suggestions:1. Plan how you will disuss the topi of withdrawal with your professional helpers, what youthink you need from them, and what you intend to do if you annot gain their ooperation.2. Plan how you will disuss the topi with your friends or family and how you will deal with anypotential resistane.3. Make sure to stay in touh with trusted friends or relatives who an provide you with feedbakon how you're doing throughout the withdrawal proess.4. Write down a detailed withdrawal or taper shedule that spei�es daily doses of your drugor drugs, the number of weeks you plan to undergo this proess, and the expeted end ofwithdrawal (again, see Chapter 8).5. Begin your withdrawal in as seure an environment as possible.6. Improve several of your spei� habits related to diet and exerise, so as to strengthen yourphysial apaity to deal with withdrawal and life after withdrawal.7. Prepare to aommodate the disruptions of routine that drug withdrawals sometimes provoke,perhaps by temporarily suspending a few stressful ativities or preoupations.8. Develop alternative solutions to drug use. Before starting the withdrawal proess, pratierelaxation and stress-redution tehniques that will derease the symptoms of anxiety or agita-tion that you are bound to experiene to some degree or other (See Otto, Pollak, and Barlow,1995 [298℄).7.13 Faing the Fear of WithdrawalMany individuals ontinue to take drugs not beause they �nd them genuinely helpful but beausethey are afraid to stop taking them. Our interviews with patients frequently reveal that drugs donot keep their distress under good ontrol. Many patients atually beome insensitive to or hopelessabout their ontinued su�ering.many animals respond with heightened sensitivity to future administrations of the drug.114



You may beome disonerted if, immediately after you start the tapering proess, you feel moreanxious and nervous than before. The mere knowledge that you are stopping taking drugs, or haveredued your drug intake, an ause anxiety8. You may feel ompelled to resume taking drugs evenbefore you experiene atual drug-indued withdrawal e�ets.The fear of withdrawal often goes beyond the fear of experiening unpleasant physial sensations.Drug withdrawal presents a potentially frightening hallenge to live your life di�erently without aguarantee that you'll be up to the task. This natural, almost inevitable fear may be worsened byyears of being told that you have an inurable disease aused by biohemial imbalanes that mustbe orreted with modern medial panaeas9.Withdrawal also requires that you fae the reappearane of familiar, painful emotions from thepast - emotions that are best understood as signals for you to deal with the onsequenes of previousonits, abuses, or traumas. The proess of withdrawal may onfront you with the realization ofhow muh your life has been driven by painful emotions - suh as guilt, shame, and anxiety - ratherthan by well-hosen priniples and a love of other people and life.In sum, deiding to ome o� psyhiatri drugs \fores" you to examine your behavior and lifestyle,your morals and values, your personal history. It ompels you to go beyond the veneer of the drug-for-a-disease argument. It requires that you examine the role that drugs have played in suppressingyour life and subduing your emotions. These are not the sorts of issues that you might readily reetupon, but having to think about them, and perhaps disussing them with a sympatheti ounselor,an beome a major unexpeted bene�t of withdrawal. The self-aware and passionate life is the onemost worth living; withdrawing from drugs an empower you to live that riher, more ful�lling life.

8Monrie� (2006a) [279℄ suggests that a distint and sometimes intense anxiety or fear of withdrawal may atuallypreipitate a relapse.9Breeding (1998) [45℄ suggests that \[w℄ithin the framework of biopsyhiatry, hopelessness is a rational response";he also emphasizes that the qualities of hope and ourage are neessary to overome the fear of withdrawing fromdrugs. 115
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Chapter 8How to Stop Taking Psyhiatri Drugs?You may feel in a rush to stop taking psyhiatri drugs. Perhaps you are experiening distressingside e�ets or feel \fed up" with being sluggish and emotionally numb. Beware! It's not a good ideato abruptly stop taking drugs without �rst making sure that there's no danger involved in doingso. In our opinion, it is almost always better to err in the diretion of going too slowly rather thantoo quikly. Sometimes, the development of a severe adverse reation may require an immediatewithdrawal, but if you are having a serious drug reation, you should seek help from an experienedliniian.One you have begun to withdraw from psyhiatri drugs, don't let anyone - not even your dotor- rush you. Espeially if there's a hane that you are going too fast, pay areful attention to howyou feel physially and emotionally. At the same time, however, you should take into aount thewarnings of professionals, family members, or friends who believe that withdrawal is ausing youmore problems than you realize. You may not be the best judge of your emotional ondition as youome o� drugs, so you should take into onsideration the onerns of people you trust.
8.1 Gradual Withdrawal Is Its Own ProtetionWhen people take psyhiatri drugs, their deision-making faulties may funtion less e�etively.Their feelings are numbed. At these times, if their thinking were expressed in words, it would likelyommuniate indeision, apathy or onfusion. Or they may experiene di�erent feelings in rapidsuession, almost as if they were out of ontrol. Beause people generally want to think morelearly to \feel fully" again, and to be more in ontrol of themselves, they are motivated to stoptaking psyhiatri drugs.Coming o� drugs gradually helps to \ontain" the emotional and intelletual roller oaster thatsometimes aompanies withdrawal. Indeed, a slow, gradual tapering imposes a disipline upon thewithdrawal proess. Beause of the neglet of the topi of withdrawal, there still are no learlyvalidated tapering proedures. Almost every liniian writing on the topi today however, as wellas newer reommendations that drug manufaturers are beginning to insert on oÆial drug labels,state that gradual disontinuation is the preferred route. In the absene of a trusted friend or allyto provide feedbak on your progress, in the absene of a support network, gradual withdrawal islikely to be the wisest strategy - espeially if you are unsure as to how quikly you should proeed.Even if a medial dotor or other health professional is assisting you or monitoring your withdrawal,a gradual taper is usually the safest strategy. 117



8.2 Why Gradual Withdrawal Is Better Than SuddenWith-drawal?The minute a psyhiatri drug enters your bloodstream, your brain ativates mehanisms to om-pensate for the drug's impat1. These ompensatory mehanisms beome entrenhed after operatingontinuously in response to the drug. If the drug is rapidly removed, they do not suddenly disappear.On the ontrary, they have free rein for some time. Typially these ompensatory mehanisms ausephysial, ognitive, and emotional disturbanes - whih are olletively referred to as the withdrawalsyndrome.The simplest way to redue the intensity of withdrawal reations is to taper doses gradually in smallinrements. This way, you are giving your brain appropriate \time" and \spae" to regain normalfuntioning. Unless it is learly established that you are su�ering an aute, dangerous drug-induedtoxi reation, you should proeed with a slow, gradual withdrawal. The longer the withdrawalperiod, the more hanes you have to minimize the intensity of the expeted withdrawal reations.Interestingly there is some evidene that \gradual disontinuation tends to shorten the ourse ofany withdrawal syndrome" (Noyes et al., 1991 [294℄, p. 1621). In other words, the atual durationof all expeted symptoms from drug withdrawal is likely to be shorter if you withdraw slowly thanif you withdraw abruptly. There is also, however, evidene, mostly from personal aounts postedon the Internet by users of antidepressants, that gradual withdrawal sometimes does not lessen thedistress of withdrawal reations. David Taylor, hief pharmaist of Maudsley Hospital in London,desribed his own SSRI antidepressant withdrawal, stating:\For six weeks or so, I su�ered symptoms whih were at best disturbing and at worst torturous.This was despite following a autious, deremental withdrawal shedule" (Taylor, 1999 [361℄).However, slow withdrawal does tend to redue the risk of severe physial reations suh as seizuresor dangerous blood pressure utuations. One study surveyed 66 patients who reently disontinuedan SSRI antidepressant. One �fth of these people abruptly disontinued the drug, and they experi-ened exatly twie as many withdrawal symptoms as those who tapered gradually (van Ge�en etal., 2005 [377℄).In one early study of withdrawal from triyli antidepressants, 62 perent of those who withdrewin less than two weeks experiened withdrawal reations, ompared to only 17 perent of those whowithdrew over a longer period (Kramer et al., 1961 [236℄). Beause unpleasant withdrawal reationsare one of the main reasons you might be tempted to abort your withdrawal, a gradual taper inreasesyour hanes of sueeding and remaining drug-free.In addition, it appears that people who gradually redue their drug intake �nd a renewed vigor andenergy that they now an learn to reinvest. In ontrast to a sudden, unplanned essation, a gradualwithdrawal allows them to �nd onstrutive ways to use this energy to appreiate the new on�denein their abilities that they will develop, and to onsolidate the new emotional and behavioral patternsthat will be learned in the proess.One published aount desribes the ase of a woman who wanted to stop Paxil after taking 20mg daily for six months. Her dotor abruptly ut this dose in half, to 10 mg daily and gave her thenew dose for one month. Then, during the following two weeks, he gave her 10 mg every other day.On alternate, nondrug days, the woman experiened severe headahes, severe nausea, dizziness andvertigo, dry mouth, and lethargy. The dose was redued to 5 mg daily but, onvined that this onlyprolonged her agony she stopped abruptly. She is reported to have experiened two weeks of variouswithdrawal symptoms and then to have fully reovered (Koopowitz and Berk, 1995 [235℄).1Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄); Breggin and Breggin (1994 [53℄).118



A more gradual taper, rather than an abrupt 50 perent redution at the start, might have re-dued the severity of this woman's overall withdrawal reations. Also, as we disuss ahead, takinga drug every other day during withdrawal should be done only toward the very end of the taper.Granted, many users of psyhiatri drugs do ease them suddenly, without experiening any signif-iant withdrawal pains. Our experiene, however, suggests to us that abrupt withdrawal is hosenby people who are not properly informed or supervised, who annot tolerate their drug-indued dys-funtions any longer, or who at impulsively beause they pereive that no one is listening to themor understanding their su�ering.8.3 Remove Drugs One at a TimeMany people, perhaps yourself among them, take several psyhiatri drugs simultaneously. Todaypolypharmay - the pratie of presribing more than one or two drugs to the same patient at thesame time - is quite ommon and enouraged, espeially by physiians presenting in drug ompany-sponsored symposium. Frequently patients reeive an antidepressant and a tranquilizer, a stimulantand a tranquilizer, or an antipsyhoti and an antionvulsant. It is no longer unusual to �nd hildrenand adults simultaneously presribed at least one drug from every single major drug lass disussed inthis book. Suh oktails, if ombined with a physiians failure to reognize withdrawal reations andto monitor patients arefully leave patients vulnerable to experiening severe distress. Suh oktailsvastly inrease the toxiity of eah drug and produe dangerous, unpreditable adverse reations andompliated withdrawal reations. Patients taking multiple drugs often endure a hroni state ofmental onfusion, dulled and unstable emotions, and ognitive problems, inluding memory de�its.You an withdraw from several drugs simultaneously but this is a risky strategy. It should be re-served for ases of aute, serious toxiity. In addition, sine drugs taken together (suh as neuroleptisand antiparkinsonians) often have some similar e�ets, withdrawing them together an make with-drawal reations worse. Also, beause some drugs suppress or inrease blood levels of other drugs,your health are professional should be well informed before making reommendations onerningsimultaneous derements for more than one drug. If you intend to withdraw simultaneously fromtwo or more drugs, you should do so under the ative supervision of an experiened physiian orpharmaist.When you take two drugs, your brain tries to ompensate not only for the e�ets of eah oneseparately but also for the e�ets of their interation. The physial piture gets even more ompliatedwith eah additional drug. The inreasing omplexity goes far beyond our atual understanding,reating unknown and unpreditable risks during both drug use and withdrawal. In ases of multidruguse, withdrawal is like trying to unravel a thik knot omposed of many di�erent strings - withoututting or damaging any of the strings. In this analogous situation, you would have to proeed quitearefully indeed, gradually disentangling one string and ontinually adjusting the others in responseto the ongoing progress.It is usually best to redue one drug while ontinuing to take the others. The proess begins anewone you've eliminated the �rst drug ompletely and have gotten used to doing without it.8.4 Whih Drug Should Be Stopped First?If you want to get o� more than one drug, there are some onsiderations in deiding whih drug tostop �rst. Lets say you're taking drug \A" to ounterat the side e�ets of drug \B"; in this ase,you should probably start withdrawal with drug \B". For example, if you're taking a sleeping pill forinsomnia aused by Proza or Ritalin, you may want to delay withdrawal from the sleeping pill until119



you have begun to redue the Proza or Ritalin. Similarly if you're taking Cogentin or Artane orsome other drug to suppress movement disorders aused by neuroleptis, you should probably �rstredue your neurolepti before you attempt to withdraw from the Cogentin or Artane.There are no hard and fast rules about whih doses to redue �rst. In general, however, youshould onsider initially reduing the dose that's ausing the most side e�ets, suh as the afternoondose that makes you too sleepy or the evening dose that over-stimulates you and auses insomnia.Conversely, you may want to wait until last to redue or stop the dose that seems to be helping youthe most, suh as the evening dose of a tranquilizer if you have insomnia. Many people are onernedabout diÆulty sleeping if they stop the evening dose of a tranquilizer that they are taking severaltimes a day and in that ase, they would be wise to begin reduing a dose that is given earlier in theday.Sometimes there will be other obvious reasons to hoose the morning or evening dose as the �rstone to redue. When taking tranquilizers suh as Xanax or Klonopin, for example, many people�nd that they awaken in the morning in a state of anxiety or agitation due to withdrawal from theprevious dose. Therefore, they may feel more omfortable beginning with a redution of the eveningdose. Others may �nd that they beome exessively sleepy in the afternoon. They might want tobegin reduing that dose.8.5 Speial Considerations During WithdrawalNowadays patients are often treated with multiple drugs at one. In the extreme they may reeive oneor more from eah of the main ategories; stimulants, antidepressants, tranquilizers and sleeping pills,mood stabilizers, and antipsyhoti agents. If possible, try to address the antipsyhoti agents �rstbeause they pose severe risks inluding tardive dyskinesia, potentially lethal neurolepti malignantsyndrome, diabetes, and panreatitis. However, if the antipsyhoti exposure has lasted for severalyears, it may take many months to withdraw, and therefore it beomes more pratial to start withanother drug that's easier to stop. But keep in mind that your risk of getting tardive dyskinesia fromantipsyhoti drugs is high and that the risk inreases over time, so it's a good idea to withdraw fromthese drugs as soon as possible. Also keep in mind that you will probably need a strong supportsystem when withdrawing from antipsyhoti drugs.Beause benzodiazepine tranquilizers often provoke unpleasant, lengthy and potentially dangerouswithdrawal reations, some people hoose to withdraw from their use last, after they've experienedwithdrawal from other drugs, strengthened their resolve, and gained on�dene.If dangerous drug interations are present, suh as two or more drugs that stimulate serotonin, itmay be important to withdraw from one of them at the onset. And of ourse, if the individual isalready su�ering from a potentially severe adverse reation suh as abnormal movements aused byan antipsyhoti drug or over-stimulation and other mental abnormalities aused by a stimulant orantidepressant, it is neessary to onsider as rapid withdrawal as safe and feasible.In general, withdrawing from multiple psyhiatri drugs requires supervision by an espeiallyexperiened liniian.8.6 How Fast Should You Withdraw?How rapidly to stop mediation is one of the most ritial and diÆult questions to address andthe proess must be tailored to individual needs. In ompliated ases, the patient and the healthprofessional should antiipate spending suÆient time to share their views and to outline a generalplan. They must also be prepared to re-evaluate the plan on a regular basis. Under no irumstane120



should the bar be set too high, so that the individual fails and beomes demoralized during thewithdrawal.It is important to withdraw gradually enough to avoid potentially life-threatening physial with-drawal reations suh as seizures and blood pressure spike. If you take one month to graduallywithdraw from any psyhoative drug, you will probably avoid the most severe physial withdrawalreations, suh as seizures oming o� benzodiazepines or dangerous spikes in blood pressure omingo� lonidine (Catapres). In the ase of large, prolonged doses of tranquilizers, more than one monthshould usually be required. By ontrast, in the ase of Catapres the withdrawal may be limited to aone-week period when withdrawing from routine doses.In arrying out a one-month taper, the simplest proedure is to redue the dose by one-quarter(25 perent) every week. However, the plan must not be rigid. At the end of a week, if withdrawalsymptoms remain unomfortable, then the dose an be slightly inreased again, or the time on thedose an be extended as needed. A planned one-month taper may end up taking several months.If an individual has been taking a drug for more than a year, it would not be unusual to plan amonth of withdrawal for every year that the drug has been taken. By this method, an individual whohas been exposed to antidepressants or tranquilizers for �ve years ould require at least �ve monthsto withdraw. If the individual has been taking both kinds of drugs for �ve years, it may require twoseparate �ve-month withdrawals to stop both drugs; but hopefully the proess may be shorter.If a long withdrawal is planned, it may be useful to begin with a redution nearer to 10 perentfor the �rst dose redution. It's a matter of testing the waters. If this small redution turns out tobe relatively painless, then a larger dose redution, suh as 25 perent, ould be attempted the nexttime. If, however, even a small redution is diÆult, then don't push any harder. The whole point isto make sure that the taper does not go too fast and remains within the individual's omfort zone.Unfortunately, there is no way to determine in advane how gradually you need to taper, or howlong you need to take, in order to avoid the array of potentially distressing emotional and neuro-logial reations, suh as headahes, irritability, fatigue, and mood swings while withdrawing fromSSRI antidepressants; or anxiety insomnia, emotional instability and musles ahes while taperingbenzodiazepine tranquilizers. Some people experiene only mild reations throughout their taperand omplete it in a few weeks. Others will experiene distressing reations that will fore them toproeed muh more slowly, in exess of several months, as their body takes time to adjust to eahredution before beginning their next dose redution (Glenmullen, 2005 [180℄). Usually you will knowwithin the �rst few weeks if the withdrawal is going well at your urrent pae.If you have been taking the mediations for a long time or if you are worried about withdrawalfor any reason, you an test your withdrawal reation sensitivity by starting with a relatively smalland onvenient dose redution. For example, if you're taking four pills a day break one of them inhalf. That's a onvenient redution of roughly 12.5 perent. If that feels good after a week or more,then break another pill in half. Now you've redued the dose by 25 perent. You may want to askyour dotor or pharmaist for the smallest pill size so that you an more onveniently make smallredutions.In regard to the newer antidepressants like Paxil and the tranquilizers like Xanax, some peopledisover that they must proeed extremely slowly, taking tiny frations of a pill at the very end ofthe taper. If the drug omes in a liquid form, suh as Paxil, some people end up using a dropper tomeasure small redutions of the liquid form of the drug toward the end of the taper (Paheo, 2002[299℄).The most important rule is to respet your own feelings and to avoid tapering faster than you �ndbearable. Stay within your own omfort zone when paing your withdrawal. Keep in mind that thelonger you were taking the drug, and the higher the dose, the more gradual your taper should be.One again, it's not unusual to require a month of withdrawal for every year of drug exposure.121



If you have been taking a drug with reognized abuse potential suh as the stimulants or benzodi-azepines, in severe ases you may be able to get help from an outpatient or inpatient rehabilitationprogram.If at any time the withdrawal symptoms beome intolerable, the simplest approah is to returnto the previous dose you were taking. Then, if you deide to ontinue the withdrawal proess, youan do so more gradually. Whenever possible, make use of skilled linial supervision and a strongfamily and soial support network. Overall, most people are able to arefully and safely withdrawfrom psyhiatri drugs.Again, keep in mind that these withdrawal methods are only guidelines and not absolute rules.Applying them depends on how fast you feel omfortable to proeed and on how muh disomfortyou experiene and an bear between dose redutions.8.7 How to Divide Individual DosesTo follow the above steps, you may have to use smaller doses than those available in individual pills.Drugs usually ome in pills of varying doses. As already mentioned, your dotor or pharmaist anprovide you with the smallest available pill in order to failitate your dose adjustments. However, thesmallest available pill might not be small enough to ease the disomfort of withdrawal. For example,Lexapro omes in tablets of 5, 10, and 20 mg but some people may require 2.5 mg for their last seriesof doses.Most pills have a slit that allows them to be divided in half easily; you an also purhase a smallinexpensive devie from most pharmaies for utting pills and tablets. Pills that are slow-release(long-ating) typially annot be safely divided. Consult your pharmaist or healthare professionalabout the safety of dividing the pills you are using.It is also possible to take most drugs every other day during the withdrawal. However, this shouldnot be done early in the withdrawal. Taking psyhiatri drugs every other day in routinely presribeddose sizes an be very stressful on the brain. Taking the drug every other day should be done onlytoward the very end of the taper when you have reahed the smallest available pill. You an then trywithdrawing from the smallest pill by taking it every other day, and then every third day; until youfeel omfortable stopping. In addition, as already desribed, some drugs like Paxil ome in liquidform and an be dispensed with an eyedropper at the end stages of withdrawal.To sum up, in withdrawing from many psyhiatri drugs, it is not unommon to have diÆultystopping the smallest available dose. In these ases, it is possible to break the pill into halves or evenroughly into quarters. Toward the end of your withdrawal, it is also possible to take the smallestavailable pill every other day and then every third day before stopping ompletely. In regard toantidepressants and tranquilizers, some people �nd it very diÆult to withdraw from these last littledoses and may require weeks or months to �nish the proess.This hapter has foused on the mehanis of drug withdrawal. But the most diÆult aspets ofwithdrawal often have to do with fears about giving up drugs, as well as the resurfaing of painfulemotions and psyhologial issues that have been submerged under a drug-indued mental attening.Before undertaking drug withdrawal, always assess your need for ounseling as well as your need fora safe home situation and a supportive soial network. When these basi steps are taken beforestarting drug withdrawal, the vast majority of people an safely taper o� their psyhiatri drugs.
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Chapter 9Withdrawal Reations from PsyhiatriDrugsIn Chapter 4, we disussed adverse reations that an our when psyhiatri drugs are taken. Thepresent hapter reviews adverse reations that an develop during withdrawal.9.1 Beware Illiit UseThis book is direted to people who have experiened problems while taking or withdrawing frompsyhiatri drugs that have been presribed by dotors aording to generally aepted guidelinesfor their linial use.On the other hand, you may be experiening serious diÆulties from using stimulants, sedatives,or painkillers in large amounts, or in ombination with eah other, or with alohol. You may havestarted this use with a routine medial presription but are now taking muh larger quantities andfeel you annot ontrol the umulative e�ets. Similarly, if you have been obtaining psyhiatridrugs illegally or from multiple dotors, you may have a serious drug dependene problem. If youare snorting, injeting, or inhaling these drugs, you are exposing yourself to extreme dangers.Under any of these irumstanes, you may need immediate professional help that may inlude adetoxi�ation or drug-rehabilitation unit.By ontrast, this book fouses on problems assoiated with the ordinary use and withdrawal frompsyhiatri drugs that have been routinely presribed by dotors.9.2 Your Dotor May Not KnowAll psyhiatri drugs an produe unpleasant, disturbing reations upon withdrawal or disontinua-tion. For some drugs that have been with us for deades, espeially the benzodiazepine tranquilizers,withdrawal reations are well desribed in the medial literature. Dotors tend to know about them.However, dotors are too often unfamiliar with withdrawal problems assoiated with many of theother psyhiatri drugs they routinely presribe. Sine the �rst edition of this book appeared, wehave observed a de�nite inrease in professional and popular sensitivity about withdrawal reationsof psyhiatri drugs, espeially antidepressants. However, muh more eduation is needed.Stimulants suh as Ritalin, Adderall, and Dexedrine have been widely used for deades, yet manyphysiians seem unaware of the marked withdrawal reations they an ause. The same is true ofdrugs more reently introdued on the market. All newer antidepressants, suh as Lexapro, Cymbalta,123



Paxil, Proza, and others, often ause distressing withdrawal, yet many physiians appear to beunaware of this fat. For example, family physiians or primary are pratitioners presribe the bulkof antidepressants. Yet, to our knowledge, the �rst systemati advie to family physiians onerningthe management of antidepressant disontinuation was published in Amerian Family Physiian onlyin late 2006 (Warner et al., 2006 [382℄).What we �nd most disturbing is that, even when dotors do know about the dangers of withdrawalproblems from drugs, they often fail to warn their patients1. Sometimes they feel too pressed fortime to inform their patients about these dangers. Sometimes they simply forget. Sometimes theyare onerned that patients will omplain about any adverse e�et that the dotor mentions or thatthe patient hears about. At other times, dotors are simply afraid to disourage their patients fromtaking the mediation. However, medial ethis and sound pratie require that physiians advisepatients about withdrawal problems. There is no legitimate exuse for not doing so.One you read this book, you may know muh more about withdrawal problems than your physi-ian does. If you are planning to stop or redue the dose of a psyhiatri drug, you may want toshare this book with your dotor.9.3 When Am I Having a Withdrawal Reation?Withdrawal reations an be diÆult to reognize. For example, onsider the ase of George who,two nights earlier, stopped taking the Klonopin (lonazepam) that was presribed for him at bedtimeto help him sleep. It's the �rst time in several months that he has tried to fall asleep without his\sleeping pill". Sine stopping the Klonopin, George has been having more trouble falling asleepthan ever before. He has been lying awake for hours worrying about what will happen to him if hean't ever fall asleep again without drugs.George is most likely having a withdrawal reation from the Klonopin. For several months, hisbrain has been �ghting the e�ets of the drug, whih George has taken on a daily basis. Thisproess has resulted in reative or ompensatory overstimulation of his brain. Now that the drug hasbeen stopped, George's overstimulated brain has taken over and is keeping George awake. Sine hisinsomnia is worse than it was before he started the Klonopin, his withdrawal reation an be alleda \rebound" - a worsening of his original symptoms.Alternatively George ould be su�ering from psyhologial fear of giving up the drug. If he wasn'tso sared about doing without a sleeping pill, he might not be having so muh trouble sleeping.Having gotten into the habit of using Klonopin, he may now be afraid to give it up. This withdrawalreation would be desribed as psyhologially aused, in ontrast to the physially aused withdrawalproblems we are mostly onerned with. In suh irumstanes, George would need reassurane fromhis dotor that he will get used to sleeping without mediation.George ould also be su�ering from his original insomnia. Indeed, for years, he has tended to worryat night. In the absene of drug-indued sleep, his worrying may have returned. This situation wouldbe desribed as a \relapse" - a return of the original problems experiened before drug use. Counselingor psyhotherapy ould be espeially helpful in dealing with this aspet of George's insomnia.Beause Klonopin and other sleep-induing drugs ommonly ause withdrawal problems, we areprobably orret in speifying drug withdrawal as the most likely diagnosis in George's ase. If hegradually resumes more normal sleep in a few days or weeks, this diagnosis would be on�rmed. Asnoted, it is often diÆult to distinguish drug withdrawal reations from other problems, suh as a1Young and Currie (1997) [397℄. Even with respet to tardive dyskinesia, an often irreversible movement disorderfrequently produed by neurolepti drugs and mentioned in all information soures about these drugs, surveys showthat psyhiatrists admit that they routinely fail even to mention this e�et to patients before presribing (review byCohen, 1997). 124



return of the original symptoms. Usually however, it's safest to assume that physial withdrawal isplaying a role and that a slow, tapered withdrawal will be helpful.Consider the possibility that you are having a withdrawal reation if you begin to experieneunomfortable physial or emotional reations within hours, days, or weeks of reduing or stopping amediation. The same is true if you are experiening these reations between drug doses. Short-atingdrugs are espeially likely to ause withdrawal reations between doses. These ulprits inlude all ofthe stimulants, the sleeping pills Ambien and Halion, and the benzodiazepine tranquilizer Xanax.You may also be experiening a withdrawal reation if the reation is the opposite of the druge�et. For example, if you get very tired and feel that you are \rashing" a few hours after taking astimulant - or if you get agitated and even \high" a few hours after taking a tranquilizer - you maybe going through withdrawal.
9.4 Denial of Withdrawal ReationsFor many reasons, our knowledge of drug withdrawal problems is not as advaned as it should be. Tobegin with, these problems are very ompliated. As in George's ase, it an be diÆult to separatepsyhologial fators from physial ones. Or it an be diÆult to determine whether the problemsinvolve physial withdrawal or a return of the individual's original troubles. In addition, di�erentpeople vary in terms of their withdrawal reations to the same drug. For example, George may feelnervous and have trouble falling asleep for a few days after withdrawing from Klonopin, whereasGina may hear a ringing sound in her ears and �nd that her physial balane is impaired.As we have mentioned, dotors are often relutant to admit that withdrawal is a serious problem.Moreover, when they do witness withdrawal reations, they rarely report them to the appropriateagenies. For example, probable withdrawal reations from antidepressants suh as Paxil and Zoloftare very ommon, ourring in 30 perent of patients (Rosenbaum et al., 1998 [323℄). Yet the numberof reports of all adverse reations from antidepressants sent to the FDA varies between 2 and 300per 1 million presriptions (Young and Currie, 1997 [397℄).Perhaps most important, almost all drug researh is paid for and ontrolled by drug manufa-turers, and these pro�t-driven orporations tend to be very relutant to identify drug withdrawalproblems that might disourage people from using their produts. From drug researh through medi-al eduation and linial pratie, then, many fators interat to inhibit the growth of our knowledgeabout drug withdrawal. As a result, there is no signi�ant tradition or body of wisdom in psyhiatrythat fouses on drug withdrawal reations. All of the emphasis tends to be on how to start and tomaintain drugs in patients rather than on how to stop them.When you talk to your dotor about problems stopping or reduing the dose of your psyhiatridrug, keep in mind that your dotor may not know muh about the problem or may even be irra-tionally denying it's existene. For example, the older antidepressants, ommonly alled triylis,have been in use for more than �fty years, and their withdrawal reations have been repeatedly do-umented. Yet some dotors seem ompletely unaware of the existene of these reations. A survey in1997 tested the awareness of psyhiatrists and general pratitioners onerning antidepressant drugwithdrawal. The authors onluded that \a sizeable minority of physiians denied being on�dentlyaware of the existene of antidepressant withdrawal symptoms" (Young and Currie, 1997 [397℄, p.28). The impliation is that, in routine linial pratie, at least a \sizeable minority" of dotorsmake no attempt to diagnose antidepressant withdrawal reations or to distinguish them from othersymptoms. Another reent survey of psyhiatrists showed that withdrawal reations rated near thebottom of the list of fators helping these physiians deide whih antidepressant to presribe totheir patients. 125



Your dotor may also mistakenly attribute your withdrawal reations to your \mental illness".Espeially if you have unsuessfully tried to withdraw from the drug previously your dotor maytry to onvine you that you have a \hroni illness" requiring lifetime drug use. The irony is thatthe longer you stay on the drug, the more likely you are to su�er something beyond a mild reationwhen you attempt to withdraw. Your unsuspeting dotor, and even you, might see this as a signthat you \really need" your drug. In reality what you really need is help in gradually withdrawing.9.5 De�ning Physial DependeneIf a drug auses unpleasant e�ets to some users when they stop taking it, then some of theseusers will inevitably beome physially dependent on it. This onlusion is basi to the de�nition ofphysial dependene. Aording to the World Task Fore on sedative-hypnotis, \[p℄hysial depen-dene is de�ned as the appearane of spei� withdrawal symptoms when the mediation is abruptlydisontinued"2. Boston University's online Pharmaology Glossary states that dependene \is har-aterized by the neessity to ontinue administration of the drug in order to avoid the appearane ofunomfortable or dangerous (withdrawal) symptoms"3. And a report in the New England Journal ofMediine on�rms this emphasis: \Use of the term `physial dependene' implies that an objetivewithdrawal syndrome will our after a drug is disontinued" (Shader and Greenblatt, 1993 [339℄, p.1402).On the basis of these de�nitions, we an further onlude that all psyhiatri drugs are drugsof dependene. This inludes drugs, suh as lithium, that are not ommonly reognized as ausingwithdrawal symptoms. The ourrene of withdrawal symptoms de�nes dependene inasmuh asusers will experiene disomfort when stopping the drug and will experiene relief when restartingit. As a result of experiening disomfort, some will \hoose" to remain on the drug only in orderto avoid prolonged withdrawal distress. As already desribed, they may also mistake the withdrawalsymptoms for \mental illness" and deide that they \need" the mediation. Some authors rejet theidea that drugs like antidepressants an make people dependent or addited beause one users stoptaking them, they do not engage in \drug-seeking" behavior, that is, they do not try to obtain thedrugs by any means or visit di�erent physiians to oax presriptions from them. But suh behaviorwould be ompletely unneessary for drugs that an be so easily and legally obtained from a dotor'spresription.The existene of unpleasant withdrawal reations reets negatively on a drug. For eonomiand politial reasons, drug manufaturers, regulatory agenies, researhers, and individual dotorstend to downplay, ignore, or deny information about a popular drug's withdrawal e�ets. They willsometimes do so even after onvining evidene has beome available for all to see. The resistaneand denial have been doumented in years past - notably, with respet to the benzodiazepines,the barbiturates, the stimulants, and even the opiates4. Yet these very drugs are today onsidered\lassially additive".A similar denial of the nature, extent, and impliations of withdrawal reations has ourred withrespet to the SSRI antidepressants and others (see next page)5. Only lately have drug manufaturersand other important players begun to aknowledge that withdrawal reations are a serious problem.Ironially, these drugs were never tested for their dependene potential and beame popular partlybeause they were o�ered as replaements for older antidepressants and benzodiazepines - drugs2World Task Fore, quoted in World Psyhiatri Assoiation (1993) [394℄, p. 47.3To aess this Pharmaology Glossary, go to bum.bu.edu.4Medawar (1992) [271℄; Breggin and Breggin (1994 [53℄); Grinspoon (1970).5See Medawar (1997) [272℄. Soial Audit's Web site ( www.soialaudit.org.uk ) inludes detailed orrespondenebetween Medawar and various sientists and oÆials of Britain's Mediines Control Ageny regarding it's investigationof antidepressant withdrawal reations. See also Moore (1997) [286℄.126



known to ause withdrawal problems.9.6 Withdrawal Reations Can Cause \Signi�ant Distress"Psyhiatry's oÆial diagnosti manual, the Diagnosti and Statistial Manual of Mental Disorders,4th edition (DSM-IV APA, 1994 [6℄), ontains a diagnosti ategory entitled \Substane With-drawal". desribed as \the development of a substane-spei� maladaptive behavioral hange, withphysiologial and ognitive onomitants, that is due to the essation of, or redution in, heavy andprolonged substane use" (DSM-IV, [6℄, p. 184). On the following page, DSM-IV emphasizes thedisomfort of withdrawal, stating that the \syndrome auses signi�ant distress or impairment insoial, oupational, or other important areas of funtioning" (DSM-IV, [6℄, p. 185).This de�nition appears to be desribing withdrawal from illiit or disapproved substanes. Yetmuh presribed, medially approved psyhiatri drug use is also \heavy and prolonged". As we do-ument later in this hapter, withdrawal reations that an ause severe and long-lasting distress andimpairment have been spei�ed for all lasses of psyhiatri drugs. Two panels of experts have alsoidenti�ed a distint, omplex, and sometimes severe withdrawal syndrome for SSRI antidepressants.However, DSM-IV \reognizes" suh reations for only two urrently used lasses of psyhiatri drug:stimulants and tranquilizers (DSM-IV APA, 1994 [6℄).9.7 \Withdrawal" or \Disontinuation"?For years, writers in the medial literature have interhangeably used the terms disontinuation,withdrawal, and abstinene syndrome, inreasingly, in disussions of psyhiatri drugs, the aeptedterm is disontinuation. In the eyes of some experts, this word is less stigmatizing - to the drugs.We read in an editorial in the British Medial Journal that \[t℄he ommon lay belief that antide-pressants are additive probably ontributes to the signi�ant undertreatment of depressive illness.It is important not to foster this belief inadvertently - one reason that `disontinuation reation' is abetter term than `withdrawal reation' " (Haddad, Lejoyeux, and Young, 1998 [194℄, p. 1105).But this is doublespeak. Rather than provide evidene to address justi�ed fears that antidepres-sants produe dependene, experts urge that the worrisome phenomena be alled by a di�erent name!We, on the other hand, suggest that a sound attempt be made to answer important questions: Do\disontinuation" or \withdrawal" e�ets drive people to remain on their drugs inde�nitely? Howfrequently are these e�ets mistaken for relapses? And do these e�ets mistakenly onvine dotorsthat patients \need" their drugs?Not long ago, similar rationalizations deluded dotors into believing that long-term tranquilizertreatment was \e�etive". From the start of benzodiazepine use in 1963, the existene of physialdependene in patients taking linial doses of benzodiazepines was �rmly established (Lader, 1991[239℄, p. 56). Yet, no fewer than �fteen years later, a prominent expert onluded that \[t℄hedependene risk with benzodiazepines is . . . probably less than one ase per 50 million months intherapeuti use" (Marks, 1978 [266℄, p. 2). As a result of suh denial, millions of people beamephysially dependent on these drugs.In the remainder of this hapter, we provide a review of medial information about withdrawalreations to ommonly used psyhiatri drugs, inluding the newer ones on the market. We alsodisuss lesser-known reations and withdrawal syndromes. We have reviewed the medial literatureof the past several deades, looking for published reports onerning disontinuation. Even if yourdotor is unsympatheti to our ritial stane about mediation use, it would be an exellent ideafor him or her to read the remainder of this hapter, as it presents what is probably the most127



omprehensive summary of psyhiatri drug withdrawal reations available anywhere.9.8 Benzodiazepine Withdrawal ReationsWithdrawal reations from benzodiazepines - drugs that make up most of the lass of minor tran-quilizers and ordinarily presribed sleeping pills - are extremely well doumented. For most peoplewho take low doses, the main symptoms of withdrawal onsist of inreases in tension and anxietyas well as motor and pereptual disturbanes. However, the withdrawal reation an beome muhmore severe and even life-threatening (see below).Tranquilizers an produe withdrawal reations after only a few weeks of use. Studies of Xanax,for example, have indiated inreased anxiety and pani upon withdrawal after only eight weeks.The longer you take a tranquilizer, the higher the doses, and the more abrupt the withdrawal - themore serious your withdrawal reations are likely to be. Severe reations tend to be more frequentwith short half-life drugs (APA Task Fore, 1990 [4℄), Halion (triazolam, used only as a sleepingpill) and Xanax (alprazolam). Intermediate half-life drugs inlude Ativan (lorazepam), Klonopin(lonazepam), Letopam (bromazepam), Restoril (temazepam), and Serax (oxazepam). Longer half-life drugs inlude Dalmane (urazepam), Valium (diazepam), Tranxene (lorazepate), and Librium(hlordiazepoxide). Benzodiazepines an reverse withdrawal reations from alohol and barbiturates.Consistent with this fat, they produe a withdrawal syndrome similar to that assoiated with thesesubstanes6.9.8.1 The Disontinuation SyndromeA task fore report of the Amerian Psyhiatri Assoiation (1990) [4℄ divides the benzodiazepine\disontinuane syndrome" into three familiar ategories:1. Rebound symptoms of anxiety and insomnia - the same as those for whih the drug waspresribed, only more severe. These symptoms usually our within one to three days ofdisontinuation. For short half-life drugs suh as Halion, rebound \often means an awakeningduring the middle of the night, with an inability to return to sleep without a seond triazolamdose" (Salzman, 1992, p. 146). For some patients, rebound symptoms last about one week,for others, they abate after two or three weeks. However, many people who experiene thesereations do not see them through, sine they restart the mediation to avoid the distress(Salzman, 1992).2. Reurrene symptoms - the return of the original problem. Indeed, sine the drug treatmenttargets symptoms rather than the ause of the anxiety you an expet anxiety to return whenyou stop the drug. And sine reurrene and rebound are likely to our together, your dotormay �nd it diÆult to distinguish one from the other. However, reurrene symptoms tend tolast muh longer than rebound symptoms.3. Withdrawal symptoms - the appearane of disontinuation symptoms that did not exist priorto starting the use of benzodiazepines. Even relatively moderate withdrawal reations aninlude u-like symptoms suh as nausea, vomiting, headahes, musular pain and sti�ness,fatigue, diarrhea, hills, and sweating. Insomnia, anxiety, tension, and an array of unusualsensations inside the head are very ommon as well. A full-blown withdrawal syndrome an alsoentail the shakes, blurry vision, extreme tension and anxiety, aute anxiety attaks, painfully6Ja�e (1980) [215℄. See also DSM-IV (Amerian Psyhiatri Assoiation, 1994 [6℄), whih draws similarities betweenwithdrawal syndromes of all tranquilizing and sedative drugs, inluding antianxiety drugs and alohol.128



heightened sensitivity to light and sound, severe sleep disturbanes, impaired physial balaneand oordination, twithing and painful musle ramps, visual and auditory disturbanes suhas halluinations or tinnitus (ringing in the ears), anorexia and weight loss (Petursson, 1994[306℄), and even psyhosis, delirium, and seizures.As just noted, benzodiazepine withdrawal (like alohol or barbiturate withdrawal) may involveseizures. Adults and older persons appear to be equally at risk, but seizures are most likely in aseswhere high doses have been used, short half-life drugs have been involved, and withdrawal is abrupt(Fialip et al., 1987 [150℄).
9.8.2 The Dotor's Involvement in WithdrawalToday, many dotors routinely enourage long-term users of benzodiazepines to withdraw from thedrugs. However, many of these patients are unwilling to do so beause they have found the with-drawal symptoms to be intolerable. They remain on the drugs, thanks to dotors who renew theirpresriptions. This is partiularly true of older patients, espeially women, who were started onbenzodiazepines before dotors beame more aware of their potential for dependene (Rikels et al.,1991 [317℄).The dotor's involvement before, during, and after withdrawal is one of the most importantingredients for suess in diÆult withdrawal proesses (Ashton, 1994 [20℄). Patients who withdrawfrom benzodiazepines require psyhologial support. This may range from simple but ontinuedenouragement to more formal anxiety-management tehniques suh as breathing exerises, mentalexerises, meditation, and group support; it an also inlude psyhotherapy.Your dotor an be more e�etive by using a lear withdrawal protool rather than an unstru-tured, asual taper to \test the waters". It may help if you are simultaneously provided with writteninstrutions on eah of the steps involved. Although some dotors presribe Inderal or Tegretol tominimize benzodiazepine withdrawal reations, these drugs have not been shown to be of de�nitehelp, exept perhaps in urgent ases when the benzodiazepines must be withdrawn rapidly7.The vast majority of patients are suessfully withdrawn as outpatients. In medial textbooks, re-ommendations for benzodiazepine withdrawal sometimes mention that inpatients might be swithedto a longer-ating drug suh as Valium, beause withdrawal symptoms are less aute and the rela-tively larger equivalent dose may be divided more easily. Other dotors believe, to the ontrary; thatit is best to work with the drug that the patient is austomed to.Some medial soures suggest a \10 perent per day" method of tapering benzodiazepines, but webelieve that this poses an undue risk to patients. In ases where dotors feel they must taper relativelyrapidly without hospitalizing the patient, a \10 perent per week" shedule is more reasonable.This is also the onlusion reahed in a systemati review of withdrawal trials of benzodiazepines:\Progressive withdrawal (over 10 weeks) appeared preferable if ompared to abrupt sine the numberof drop-outs was less important and the proedure judged more favorable by the partiipants" (Deniset al., 2006). Clinial experiene with benzodiazepines also suggests that extension of the withdrawalperiod is not harmful, espeially after the initial dose has been dereased by 50 perent. In ordinaryirumstanes, however, patients should be allowed to share in ontrolling the proess, espeially inregard to slowing it down.7Ashton (1994) [20℄.; see also Swantek et al. (1991) [358℄, and Denis et al. (2006).129



9.9 Antidepressant Withdrawal ReationsIn Chapter 4, we divided antidepressants into four lasses: triylis, monoamine oxidase inhibitors(MAOIs), Proza-like drugs that stimulate serotonin, and atypials. Preditable symptoms of with-drawal from most of these drugs are now well doumented, although many psyhiatrists and evenmore general pratitioners remain unaware of them.9.9.1 Triyli Antidepressant Withdrawal ReationsStopping the use of triyli antidepressants produes a \bewildering assortment" (Wolfe, 1997 [392℄)of withdrawal symptoms, a�eting between 20 and 100 perent of users and lasting up to threemonths. You are at highest risk of experiening withdrawal reations from triylis if you have beentreated with high doses for many years and are rapidly withdrawn (Garner, Kelly and Thompson,1993 [168℄).So many di�erent physial symptoms an result from withdrawing from triyli antidepressantsthat it is helpful to divide them into ategories. The following withdrawal symptoms may ouralone or in ombination, and to varying degrees.1. Gastrointestinal upset with abdominal pain, vomiting, dry mouth, drooling, and loss of ap-petite. Nausea is a ommon and very disturbing symptom of withdrawal from these drugs.2. General feelings of physial and mental distress or disomfort that are diÆult to de�ne ordesribe but resemble exhaustion or the u. \Weird sensations inside the head" are oasionallyreported by individuals.3. Emotional manifestations inluding tension, jitteriness, irritability anxiety pani, depersonal-ization, apathy, depression, \mood swings", and even psyhoti mania. Within a few days afterwithdrawal, some people develop full-blown mani episodes with raing thoughts, hostility, verypoor judgment, and rekless and dangerous behavior. These psyhoses may persist long afterthe drugs have been disontinued and may not respond to treatment with other drugs8.4. Mental dysfuntion, ommonly inluding memory diÆulties and, in more extreme ases, dis-orientation and delirium (extreme onfusion).5. Sleep disturbanes, inluding insomnia, exessively vivid dreams, nightmares, and breathingdiÆulties during sleep.6. Abnormal movements, inluding unontrollable movements of almost any musle of the body(dyskinesias), musle spasms (dystonias), parkinsonism (slowed, rigid movement), and akathisia(inner agitation that ompels a person to move). The musle spasms an be very painful, andthe akathisia an feel like being tortured.7. Cardia arrhythmias that an be dangerous (Dilsaver, Greden, and Snider, 1987 [133℄).We have seen ases in whih people, after many years on these drugs, have been withdrawn withoutever fully reovering from withdrawal symptoms. Some, for example, ontinue to su�er inde�nitelyfrom nausea and memory problems.As noted earlier in the book, most of these symptoms - inluding mania and other mental distur-banes - an also our during treatment from diret antidepressant toxiity.8Ghadirian (1986) [172℄; Hartman (1990) [197℄, Mirin et al. (1981) [278℄.130



Children, too, su�er from triyli antidepressant withdrawal (Law, Petty and Kazdin, 1981 [245℄).In one ase involving an eight-year-old boy the abrupt withdrawal of a triyli provoked suh severenausea, vomiting, and abdominal ramps that the boy had to be hospitalized beause of dehydration(Gualtieri and Staye, 1979 [192℄). \Mental irritability" and heart irregularities have also ourred ininfants born to mothers taking triyli antidepressants during pregnany (Webster, 1973 [383℄).9.9.2 MAOI Withdrawal ReationsProblems related to disontinuation from monoamine oxidase inhibitors (drugs suh as Nardil, Par-nate, Eldepryl, and, in Canada, Manerix) are less doumented than for other lasses of antidepres-sants, probably beause these drugs are less frequently used. The proportion of patients who experi-ene withdrawal reations is unknown beause we lak systemati studies (Dilsaver, 1990; Lawrene,1985 [246℄). What we do know, however, is that if you stop an MAOI, withdrawal reations an lastfrom \days to weeks" (Wolfe, 1997 [392℄).Some liniians believe that \. . .MAOI withdrawal is usually not a serious problem" (Frenkel etal., 1992, p. 111), whereas others maintain that it \produes syndromes of muh greater severitythan those preipitated by the withdrawal of [triylis℄" (Dilsaver, 1994 [132℄, p. 107). One reviewmentions \serious ognitive impairment and atatonia that may lead to hospitalization, whih anappear when [MAOIs℄ are disontinued" (Shatzberg et al., 1997b [331℄, p. 5).Other withdrawal reations inlude anxiety, agitation, paranoia, pressured speeh, headahes,lowered blood pressure upon standing, musle weakness, shivering, and tingling, burning sensationsunder the skin (Dilsaver, 1990; Lawrene, 1985 [246℄). Mania an also our.Here are two aounts of grave withdrawal reations from MAOIs.\A thirty-four-year-old woman was started on a gradual taper from Nardil. She felt burningsensations, and abruptly quit the drug. She beame `hostile, loud, aggressive, disoriented intime and plae . . . '. She `lunged at imaginary objets. . . . She was delirious for 3 days afterreeiving the last dose of phenelzine. . . . Though hospitalized for only 72 hours, she did notfully reover for 6 weeks' " (Liskin et al., 1985 [258℄, p. 46).\In a ase involving a twenty-one-year-old woman treated for bulimia, Nardil was abruptlyremoved beause the woman experiened severe dizziness upon standing. As a result, `[s℄he wassleepy, spent most of her time in bed, and was onfused for 3 days and disoriented for 4 daysfollowing the last dose. . . . She did not reognize her mother or her room. She entered a stateof atatoni stupor and was hospitalized' " (Liskin et al., 1985 [258℄, p. 47).9.9.3 Withdrawal Reations from Antidepressants that Stimulate Sero-toninThis group of drugs inludes the seletive serotonin reuptake inhibitors (SSRIs) suh as Proza,Zoloft, Celexa, Paxil, and Luvox. E�exor, Wellbutrin, Remeron, and Cymbalta an ause similarwithdrawal reations to these drugs.In 1996, and again in 2004, a panel of psyhiatri experts sponsored by antidepressant drugmanufaturers met to disuss the withdrawal syndrome from SSRIs. The �rst panel observed thatmany of the reations reported \are similar to those of triyli withdrawal, but a variety of novelsymptoms are also assoiated with the stoppage of SSRI therapy" (Shatzberg et al., 1997b [331℄,p. 5). The new symptoms inluded \problems with balane, sensory abnormalities, and possiblyaggressive and impulsive behavior" (Haddad, 1997 [193℄, p. 21).131



That �rst panel found that the SSRI disontinuation syndrome enompasses the following fre-quently reported lusters of physial symptoms:(1) disequilibrium (e.g,, dizziness, vertigo, ataxia), (2) gastrointestinal symptoms (e.g., nausea,vomiting), (3) u-like symptoms (e.g., fatigue, lethargy; myalgia, hills), (4) sensory distur-banes (eg., paresthesias [tingling, burning sensations℄, sensations of eletri shok), and (5)sleep disturbanes (e.g., insomnia, vivid dreams) (Shatzberg et al., 1997b [331℄, p. 8).The panel also noted two \ore psyhologial symptoms" of SSRI withdrawal - anxiety/agitation,and \dramati" rying spells and irritability - as well as overativity, depersonalization, dereasedonentration/ slowed thinking, lowered mood, onfusion, memory problems, and abnormal move-ments.The 2004 panel on�rmed all of the �rst panel's observations, as well as ours, and reognizedboth the astonishing variety of reported symptoms (over �fty) and the uniqueness of most ases.The new panel observed that the SSRI withdrawal syndrome \usually" appeared within one to sevendays after disontinuation, even if the drug was taken for only one month. It estimated that thesyndrome \usually" ould last up to three weeks. The new panel reorganized the array of withdrawalsymptoms into six lusters: (1) neurosensory (inluding vertigo, tingling and burning sensations,shok-like reations, and various intense nerve and musular pains), (2) neuromotor (tremor, spasms,loss of musular ontrol, and visual hanges), (3) gastrointestinal (nausea, vomiting, diarrhea, loss ofappetite and weight loss), (4) neuropsyhiatri (anxiety, depressed mood, suiidal ideation, irritabilityimpulsiveness), (5) vasomotor (heavy sweating, ushing), and other neurologi symptoms (insomnia,vivid dreaming, fatigue, hills). The panel observed that these groups of symptoms tend to ourtogether, with most patients experiening symptoms from eah group. It also on�rmed previousobservations that a full withdrawal syndrome ould emerge from missed doses and drug holidays9.Based on our own linial experiene, on the information reviewed by this panel of psyhiatriexperts, as well as on other reent studies and reviews10, we have found, as with triyli withdrawal,a vast assortment of symptoms assoiated with the SSRI disontinuation syndrome. Here are a fewexamples.\A thirty-two-year-old man who disontinued Proza after six months of use awoke with`painful extensor musle spasms' and `protruding tongue movements' (Stoukides and Stoukides,1991 [354℄). A thirty-year-old woman tried to stop taking Luvox when she beame pregnant but`was overwhelmed by strong feelings of aggression (she felt that she `ould murder someone')'.This ourred on two distint withdrawal oasions, and the woman was unable to stop theLuvox" (Szabadi, 1992 [359℄).\One of us has reported a ase of `rashing' from SSRI withdrawal. A woman spontaneouslydeided to redue her Zoloft from 100 mg to 50 mg per day. Within a ouple of days, she lapsedinto `exhaustion and fatigue, profound depression, and a ompulsive, alien-feeling desire to killherself'11. All of these symptoms disappeared soon after the woman resumed the 100 mg dose.In another publiation, we desribe a young woman who beame suiidal when disontinuingProza" (Breggin, 1992a [50℄).\In two ases involving middle-aged men, neither with a history of major psyhiatri prob-lems, Paxil withdrawal led to severe symptoms. For twelve days after abrupt withdrawal, oneman experiened marked hypomania. The seond man developed various physial symptoms,then began to express `intense' homiidal thoughts - a ondition that lasted for �ve weeks"(Bloh et al., 1995 [41℄).9Therrien and Markowitz (1997) [366℄; Thompson (1998) [367℄.10Shatzberg et al. (2006) [332℄, and Shelton (2006) [341℄. See also Therrien and Markowiz (1997) [366℄; Thompson(1998) [367℄.11Reported by Peter R. Breggin, in Breggin and Breggin (1994 [53℄), pp. 105-106.132



\One woman on Lexapro redued her 10 mg per day dose to 5 mg a day and three weekslater stopped altogether. One week later, she began to experiene `eletri shok-like sensationsor visual ashes lasting for about 1 seond eah. This was followed by a phase of spatialdisorientation that lasted for about 30 seonds and was experiened as highly unpleasant andfrightening'. This ourred about three times a day over two weeks" (Feth et al., 2006 [149℄).\One report desribes three onseutive female patients who experiened `severe physialsymptoms of withdrawal' when stopping E�exor. E�exor is not an SSRI, but like the SSRIsit stimulates serotonin. The women ould not stop the drug, even after repeated attemptsat tapering. These patients were �nally able to disontinue the E�exor only by swithinginde�nitely to Proza" (Giakas and Davis, 1997 [173℄).\After three months of taking Proza, a young woman tried unsuessfully to withdraw fromthe drug on three di�erent oasions. Eah time, she experiened extreme dizziness and insta-bility. She was examined by speialists who ordered many tests, inluding magneti resonaneimaging (MRI) of the brain. The tests were negative. The symptoms were relieved eah timeby the re-administration of Proza, but none of her dotors suspeted a withdrawal reation.She was eventually tapered suessfully over twelve weeks" (Einbinder, 1995 [139℄).\A thirty-two-year old woman took 300 mg of E�exor daily for eight months. She tried towithdraw abruptly on three oasions but failed due to unbearable headahes, gastrointestinaldistress, fatigue, and other symptoms. `She remains on a regimen of venlafaxine [E�exor℄, 100mg t.i.d.' (Farah and Lauer, 1996 [145℄). A man withdrawn from E�exor experiened `severeakathisia' (ompulsion to move). This ondition abated `within hours' of restarting the drug,whih was later gradually tapered and withdrawn" (Wolfe, 1997 [392℄).In a lengthy paper on antidepressant withdrawal diÆulties, and in a Web site hroniling hisrelentless querying of publi oÆials in Britain about the safety of mediines, journalist CharlesMedawar summarizes numerous reports of SSRI withdrawal reations and the underreporting of thesereations by dotors, as well as the stonewalling by government agenies and drug manufaturersabout their examination of SSRI withdrawal risks12. Inluded among these reports, whih were datedfrom 1988 to 2003 and numbered more than one hundred and twenty-�ve, were a dozen that noteddistint withdrawal symptoms observed in newborn infants whose mothers took either SSRIs or otherantidepressants during pregnany. Muh like the older antidepressants, the SSRIs an on oasionause withdrawal mania (Goldstein et al., 1999 [181℄).Withdrawal reations a�et between 20 and 80 perent of persons who stop SSRIs abruptly. Basedon a onservative estimate that 50 perent of individuals su�er from withdrawal reations, we wouldhave to onlude that hundreds of thousands of people are a�eted every year in the United Statesalone. Most of these reations are mild or moderate, yet an be distressing enough that patientswould wish to avoid them. Few valid estimates of severe reations exist: Rates of 20-30 perent werereported in a symposium (Thompson, 1998 [367℄).Withdrawal reations from SSRIs typially our after one to four days of disontinuation, al-though they may begin weeks later in the ase of long half-life drugs suh as Proza. There seemsto be a onsensus in the published literature reporting on linial studies and surveys of onsumersthat short half-life drugs, espeially Paxil, seem most often impliated. On average, withdrawal rea-tions persist for seven to twenty-�ve days (from one day to thirteen weeks). One study of Cymbaltadid �nd that patients taking the highest dose reported signi�antly more withdrawal symptoms thanthose on the lowest doses (Perahia et al., 2005 [302℄). As yet, however, the number of studies remainstoo small to draw valid onlusions about the relationship between dose and length of drug use, onthe one hand, and the risk of withdrawal reations, on the other.SSRI withdrawal reations involve many di�erent physial, emotional, and mental symptoms, thefull range of whih has probably not been harted (Hindmarh et al., 2000 [202℄). They our withboth abrupt and more gradual withdrawal but seem to be attenuated by a truly gradual withdrawal12Medawar (1997) [272℄; see also www.soialaudit.org.uk .133



that lasts three months or more. In our estimation, however, abrupt withdrawal is too frequent,regardless of whether medial supervision is provided.Withdrawal reations appear to be more frequent - or at least more aute - in the ase of SSRIswith shorter half-lives, suh as Paxil, Luvox, and Zoloft. Withdrawal reations from longer-atingdrugs like Proza seem to appear muh later. They an begin up to twenty-�ve days after the drug isstopped. Beause they are so delayed, they are not visible in short-term studies; moreover, patientstend not to attribute these delayed withdrawal reations to stopping the drug (Pollok, 1998 [310℄,p. 535).GlaxoSmithKline, the manufaturer of Paxil, was reently required by the FDA to modify it'slabel to add emphasis to the danger of withdrawal reations. This label hange ourred at the timethat Peter Breggin was ating as a medial expert in a California lawsuit aimed at requiring similarmodi�ations. Under \Preautions", the new Paxil label lists the following reported withdrawalsymptoms: \Dysphori mood, irritability, agitation, dizziness, sensory disturbanes (e.g,, paresthe-sias suh as eletri shok sensations and tinnitus), anxiety onfusion, headahe, lethargy, emotionallability, insomnia, and hypomania" (Physiians' Desk Referene, 2007 [308℄, p. 1533). The setionrefers to the ourrene of \serious disontinuation symptoms" and \intolerable symptoms".We have found that a small number of patients annot tolerate the anguish assoiated withwithdrawing from Paxil and similar antidepressants, and instead relutantly deide to remain on thedrugs inde�nitely. In suh ases, we would advise onsulting with more than one health providerabout approahes to withdrawal. Further attempts to withdraw at a later date should not be ruledout sine the intensity of withdrawal reations may vary at di�erent times.As M. Lejoyeux and J. Ad�es (1997) [249℄ point out, \Patients who are lassi�ed as having a relapsewhile they are disontinuing therapy may, in fat, be su�ering from unreognized disontinuationsymptoms" (Lejoyeux and Ades, 1997 [249℄, p. 11). As previously noted, the 1996 expert panelfound that \dramati" rying spells are a \ore psyhologial symptom" of SSRI withdrawal. Nowonder it's tempting to mistake this reation for a relapse of depression. It is anybody's guess asto how many patients are resumed on antidepressants beause they are su�ering from withdrawalreations that are mistakenly diagnosed as depressive relapses, but the number is undoubtedly large.9.9.4 Atypial Antidepressant Withdrawal ReationsWithdrawal reations to the atypial antidepressants are generally less well doumented than forother types of antidepressants. There exists sarely any information on the e�ets of withdraw-ing from Ludiomil (maprotiline). Withdrawal reations from Wellbutrin or Zyban (buproprion),Serzone (nefazodone), and Remeron (mirtazapine) are likewise barely doumented in the medialliterature. One report desribes a withdrawal syndrome from abrupt essation of Serzone, onsistingof \dizziness, nausea, vomiting, sweating, anxiety insomnia, and restlessness", whih lasted threedays (Benazzi, 1998a). Another report desribes a similar reation (whih also inluded burningsensations under the skin) following the sudden withdrawal of the antidepressant Remeron (Benazzi,1998b).Withdrawal reations to E�exor (venlafaxine) have been disussed in the previous setion, as thisdrug has many e�ets in ommon with Proza-like drugs that stimulate serotonin. One researherfound that serious withdrawal e�ets within mere hours of stopping E�exor or reduing the dose ana�et physial and motor oordination to suh a degree that patients should be expliitly advisednot to drive a ar (Campagne, 2005 [81℄). Asendin (amoxapine), a ombination of a neurolepti anda triyli antidepressant, will share important withdrawal e�ets with antipsyhotis and triylis(suh as u-like symptoms, agitation, and movement disorders), and readers should onsult theappropriate setions in this hapter. 134



Several withdrawal e�ets have been doumented with Desyrel (trazodone), inluding mania andhypomania, nausea and reurrent vomiting, and visual halluinations13. Within 36 hours of tra-zodone withdrawal, one patient developed a \syndrome of overwhelming anxiety, depersonalization,insomnia, and nightmares" whih took �ve days to subside (Menza, 1986 [276℄).As disussed in previous hapters, the absene or rarity of reports of withdrawal e�ets from spe-i� psyhiatri drugs in no way indiates that a drug is free of suh e�ets. The reader withdrawingfrom atypial antidepressants should proeed slowly and expet almost any kind of e�et assoiatedwith other antidepressants.9.10 Stimulant Withdrawal ReationsStimulants are frequently used to ontrol the behavior of hildren. The amphetamines Adderall,Desoxyn, Dexedrine, and Gradumet, as well as the amphetamine-like Ritalin, are the most om-monly presribed. Stimulant drugs are also given to adults to treat \attention de�it-hyperativitydisorder", narolepsy depression, and obesity other stimulant-like drugs have been used for diet on-trol, inluding phentermin (Fastin, Adipex) and mazindole (Sanorex). Another diet ontrol drug,fenuramine, was reently taken o� the market in Canada and the United States beause it harmshuman heart valves. Ca�eine, of ourse, is a mild stimulant that is ommonly used.Ritalin and the amphetamines are very similar to oaine in terms of how they a�et brainhemistry and funtion. Although the impat of stimulants on dopamine neurotransmission is usuallyviewed as the main ause for the euphoria or \pleasure" that enourages people to keep using thesedrugs, reent researh has also foused on another neurotransmitter, serotonin. Coaine and otherstimulants blok the removal of serotonin from the synapses between brain ells (Roha et al., 1998[319℄). Sine the SSRI antidepressants have similar e�ets, it is not surprising that withdrawal fromstimulant drugs and from Proza-like SSRI antidepressants share many features.Desribed in many ase reports for nearly three deades, \stimulant withdrawal was largely over-looked [by dotors℄ for years" (Dakis and Gold, 1990, p. 16). Cliniians have tended to dismiss theseverity of stimulant withdrawal or to haraterize it as \merely psyhologial". Beause stimulantwithdrawal typially laks some of the more visible physial manifestations of withdrawal from drugslassially used to exess, suh as alohol and the opiates (Lago and Kosten, 1994 [241℄) it is easierto overlook.\Crashing" is the best-known e�et of withdrawing from stimulants. During this state, you arelikely to feel emotionally upset, and to lak energy and motivation. This depressive, fatigued state isthe result of your brains attempt to overome the previous state of arti�ial stimulation. Similarly ifstimulants ause you to be less hungry a marked inrease in appetite and weight gain may aompanywithdrawal.The deep depression and apathy usually last no more than three to ten days. However, as on�rmedin a psyhopharmaology manual, they may \reah serious linial proportions" and \persist forweeks" in \unstable individuals" (Shatzberg, Cole, and DeBattista, 1997 [331℄, p. 352). Thoughtsof despair and suiide may aompany this \rashing". A longer phase of general physial and mentalslowing follows it. Paradoxially you may also su�er from insomnia, anxiety and irritation.DSM-IV spei�es ertain riteria for a withdrawal syndrome assoiated with the group of stimulantdrugs that inludes Ritalin and oaine. The symptoms it lists are fatigue; vivid, unpleasant dreams;insomnia or exessive sleep; inreased appetite; and psyhomotor retardation or agitation (DSM-IVAPA, 1994 [6℄), pp. 208-209, 225-226).13Montalbetti & Zis (1988) [284℄; Otani et al. (1994) [297℄; Peabody (1987) [301℄; Theilman and Christenbury(1986) [365℄. 135



Rebound reations are also ommon. In the ase of amphetamines and Ritalin, rebound phenom-ena show up when hildren are taken o� the drug abruptly or miss a dose. Typially they experienean inrease in agitation, restlessness, exitability; and distration (Whalen and Henker, 1997). Re-bound reations are, by de�nition, more intense than the same symptoms experiened before takingthe drug. They may our within hours of the last dose of a stimulant and an persist for days.In a double-blind ontrolled study parents and teahers of \normal" boys given a single doseof amphetamine observed marked rebound phenomena �ve hours after the drug was administered(Rappoport et al., 1978 [315℄). There is no doubt that parents, teahers, and dotors repeatedlymistake these rebound reations for signs that the hild's \attention de�it-hyperativity disorder"is worsening and that the hild \learly needs" the drug.There are ase reports of delirium, psyhosis, and severe onfusional states upon amphetaminewithdrawal14. Similarly, researhers have doumented psyhosis and deep depressive symptoms withsuiidal thoughts upon withdrawal of Ritalin in hildren (Klein and Bessler, 1992 [233℄). There isa ase report of stuttering priapism (intermittent, long-lasting painful eretions) in an adolesentwithdrawn from Conerta (Shwartz and Rushton, 2004 [337℄). As we disussed at the beginning ofthis hapter with regard to adverse reation reports sent to the FDA, the relative pauity of reportsof withdrawal-indued distress is not a good indiator of their true frequeny.Most of our knowledge about withdrawal reations after stimulant use omes from studies ofadult oaine users. Amphetamine withdrawal has been studied less, and methylphenidate (Ritalin)withdrawal, even less still15. Millions of hildren take stimulants daily. It is truly remarkable thatresearhers are not systematially investigating this hazardous phenomenon.Should withdrawal from stimulants be abrupt or gradual? The speialized literature ontains re-ommendations to withdraw stimulants abruptly, on the grounds that no dangerous physial symptomswill our. One psyhopharmaology textbook is quite expliit: \When a patient who is dependenton stimulants is hospitalized, stimulant administration should be stopped abruptly. No taperedwithdrawal is neessary" (Shatzberg, Cole, and DeBattista, 1997 [331℄, p. 352). The writers ofthat passage nonetheless on�rm that withdrawal from large doses will \often" produe \a with-drawal syndrome onsisting of depression, fatigue, hyperphagia [exessive eating℄, and hypersomnia"(Shatzberg, Cole, and DeBattista, 1997 [331℄). Yet, rather than reommend a gradual withdrawalto attenuate inapaitating reations, the authors speulate on the value of treating them with an-tidepressants!We see no reason to endorse abrupt withdrawal from stimulants, unless they have been used fora short time or sporadially with few or no ill e�ets between episodes of use. Two dotors whodesribed an arduous withdrawal of Ritalin from two older men emphasized that \a drug free statemay not easily be ahieved by following the widely aepted reommendation to stop daily stimulantdoses abruptly" (Keely and Liht, 1985 [224℄, p. 123).9.11 Lithium and Antionvulsant Withdrawal ReationsLithium withdrawal raises the serious issue of onfusing withdrawal diÆulties with relapse. In fat,lithium withdrawal reations exatly mimi the mani symptoms that lead to the start of lithiumtreatment. Dotors presribe lithium primarily to treat mania; often, mania rapidly follows lithium14Askevold (1959) [21℄; DeVeaugh-Geiss and Pandurangi (1982) [131℄. See review by Walsh and Dunn (1998) [381℄.15One study by Nolan, Gadow, and Spraikin (1999) [293℄ examined stimulant mediation withdrawal during long-term treatment of hildren diagnosed with ADHD and with hroni multiple ti disorders. Unfortunately, althoughthe study ould have answered many questions about the withdrawal syndrome in hildren, it only reported on thenarrow issue of whether or not tis worsened during withdrawal (they did not), and failed to report on any othersymptoms expeted to our during stimulant withdrawal.136



withdrawal. How is the dotor or patient to know whether this ondition is withdrawal mania or areturn of the original psyhiatri problem?Some dotors refuse to see a spei� syndrome of withdrawal from lithium. Others suggest thata true lithium withdrawal syndrome annot merely resemble mania but that \tremor, dizziness,and sometimes epilepti seizures" should also be observed (Shou, 1993 [336℄, p. 515). We believe,however, that the latter opinions are further instanes in whih dotors have thoughtlessly attributeddisturbed reations after drug withdrawal to the patient's \underlying illness" rather than to the drugtreatment itself.The rapid reurrene of mania an happen even among patients who have been taking the drugfor years, are seemingly \well-stabilized", and are withdrawn from it for only four or �ve days16.In one study researhers abruptly swithed twenty-one previously mani patients to plaebos. Theyhad taken lithium ontinuously for an average of four years. The authors write: \Within 14 dayson plaebo, 11 patients relapsed into severe psyhoti states with paranoid, mani and depressivesyndromes. . . .Most of the other patients not relapsing into psyhoti states reported anxiety ner-vousness, inreased irritability and alertness, [and℄ sleep disturbanes" (Klein et al., 1981 [232℄, p.255).One review systematially examined fourteen published studies of lithium withdrawal involving257 \mani-depressive" patients with an average of thirty months of stable lithium treatment. Ofthe new mani episodes that ourred, more than 50 perent were experiened within three monthsof withdrawal. Also observed was a staggering 28-fold inrease in the risk of new mani episodesfor patients just withdrawn from lithium (Suppes et al., 1991). Another review of published andunpublished studies on lithium withdrawal yielded similar onlusions (Faedda et al., 1993 [144℄).This evidene led one dotor to state andidly: \[F℄rank mani symptoms are the de�ning featureof signi�ant withdrawal e�ets and appear to be of a omparable severity to those seen in maniillness generally often requiring hospital admission" (Goodwin, 1994 [182℄, p. 149).Withdrawal from lithium inreases the likelihood of rebound depression as well as mania. A studyof 14 patients and 28 ontrols showed that lithium withdrawal led to \a high immediate relapse rate".However, one these patients reovered from the rebound withdrawal reation, their overall outomeover the next seven years was \not worsened by disontinuation". This is good news for patients whoare onsidering withdrawal from lithium. Aording to this study one they have reovered from thewithdrawal reation, their prognosis is as good as for patients who remain on lithium (Cavanaugh etal., 2004 [84℄).Inreases in energy and alertness, heightened emotional response, inreased onentration, anddereased thirst are sometimes reported even in patients who do not experiene mania during with-drawal (Balon et al., 1984 [27℄).An editorial in the British Journal of Psyhiatry openly states that when patients take lithiumfor less than two years, they risk undergoing frequent reurrenes of mani episodes shortly afterwithdrawal. The author, a psyhiatrist, believes that these are genuine withdrawal e�ets andreommends informing patients of the danger before they deide to undertake lithium treatment(Goodwin, 1994 [182℄). Nonetheless, the same psyhiatrist maintains that taking lithium for morethan ten years does not arry this withdrawal risk. This onlusion ontradits well-aepted linialexperiene indiating that the longer a drug is taken, the greater is the risk of withdrawal reations.Psyhiatrists are belatedly beginning to realize that the rapid reurrene of mania after lithiumwithdrawal is a real withdrawal e�et. However, many pratiing dotors undoubtedly ontinue toattribute withdrawal-indued mania to their patients' \hroni disease". These dotors then persistin exposing their patients to lithium despite it's many long-term adverse e�ets.Over the past deade, the use of lithium to treat mania or bipolar disorder has been mostly16Lapierre et al. (1980) [244℄; Christodoolou and Lykouras (1982) [90℄.137



replaed by a rop of drugs originally developed to treat epilepsy. Most of these anti-seizure orantionvulsant drugs, whih inlude older drugs suh as Tegretol and Depakene, and newer drugssuh as Topamax and Neurontin, have not been approved by the FDA to treat mania or bipolardisorder. However, Lamital and Depakote are now approved for treating mani disorders.Several previous reports desribed antionvulsant withdrawal reations, fousing on the risk ofseizures in patients having reeived these drugs to treat epilepsy or other seizure disorders. Now thathundreds of thousands of people who do not su�er from seizures are presribed anti-seizure drugs,withdrawal reations are likely to be more varied. Nonetheless, as has ourred previously with everywave of \newer" drugs, there is still a dearth of published reports of withdrawal reations.Tegretol (arbamazepine) is an antionvulsant drug widely used as a treatment for many prob-lems, inluding mania. Upon withdrawal, Tegretol an provoke serious emotional are-ups - inludingparanoia, hostility, and agitation-in previously disturbed people (Heh et al., 1988 [201℄). These with-drawal reations an also our in mentally stable individuals, as in one doumented ase involving apatient treated for a physial disorder (Darbar et al., 1996 [127℄). Although probably less frequentlythan withdrawal from lithium, withdrawal from Tegretol an also ause rebound mania (Jess et al.,2004 [216℄). Other antionvulsants or anti-epilepti drugs suh as Depakene (valproi aid), Depakote(divalproex sodium), and Dilantin (phenytoin), are also widely presribed in psyhiatry. The risk ofseizures needs to be onsidered when any antionvulsant drug is withdrawn, whether or not a seizuredisorder was previously present. Other symptoms of antionvulsant withdrawal may ommonly in-lude anxiety, musle twithing, tremors, weakness, nausea, and vomiting. A ase of withdrawalreation in an eighty-one-year-old man maintained for �ve years on Neurontin (gabapentin) and thentapered over one week desribed \severe mental status hanges, severe somati hest pains, and hy-pertension" appearing ten days after the last dose. Upon reintrodution of the drug, the symptomssubsided within 24 hours. The authors propose that \a gabapentin taper should follow a oursesimilar to that of a benzodiazepine taper-slowly and over a period of weeks to months" (Tran et al.,2005 [369℄).9.12 Antipsyhoti or Neurolepti Withdrawal ReationsAntipsyhoti or neurolepti drugs inlude Clozaril, Haldol, Mellaril, Navane, Prolixin, Risperdal,Zyprexa, and others listed in Chapter 4. They produe many physial and psyhologial withdrawalreations, inluding weight gain, abnormal movements, and psyhosis. These reations vary frommerely unpleasant to life-threatening, from transient to irreversible. Antipsyhotis have been widelyused for �fty-�ve years, and distint withdrawal syndromes were doumented in the �rst deade oftheir use, let, as with most psyhiatri drugs, these syndromes have not been suÆiently studied(Tranter and Healy, 1998 [370℄).Interest in antipsyhoti withdrawal syndromes has been renewed, V however. As we disuss in thissetion, researhers now realize that abrupt withdrawal - an exeedingly ommon pratie - esalatesrates of \shizophreni relapse". Furthermore, after withdrawal from atypial antipsyhotis suh asClozaril, a violent reation haraterized by deliriumwith psyhosis may our. Interest in withdrawalhas also been sparked by the nursing home reform initiated by the Omnibus Budget ReoniliationAt of 1987 (OBRA). The at mandated nursing homes and other institutions reeiving federal fundsto implement dose redutions and withdrawals of neurolepti and sedative drugs.9.12.1 Three Types of Antipsyhoti Withdrawal ReationsA ommon type of antipsyhoti withdrawal reation resembles withdrawal from triyli antidepres-sants. It involves rebound of the brains holinergi neurotransmitter system. Beause neuroleptis138



suh as Mellaril, Navane, Thorazine, and Stelazine suppress this system, it rebounds, or \goes intooverdrive", when the drugs are removed (Eppel and Mishra, 1984 [143℄). Other neuroleptis, suh asHaldol and Compazine, have strong antinausea e�ets; when they are withdrawn, nausea is a likelyreation.Cholinergi rebound produes unpleasant symptoms similar to a bad attak of u, suh as nausea,vomiting, diarrhea, headahes, hills, sweating, and a runny nose. Emotional upset frequently oursas well. These symptoms usually last about one to four weeks, depending on how long the drug hasbeen used. However, we are aware of some patients who have su�ered lasting e�ets. Espeially inases where the vomiting beomes severe or breathing beomes diÆult, medial attention may berequired. In hildren, \the reation is often more severe, and it may on oasion our after missinga single dose"17. Cliniians have noted that \[f℄igures of up to 50 perent of subjets a�eted by[holinergi rebound℄ withdrawal seem standard" (Tranter and Healy, 1998 [370℄, p. 308).A seond group of withdrawal reations involves abnormalities of movement. Beause antipsy-hotis suppress the dopaminergi neurotransmitter system, whih ontrols voluntary movements,removal of the drug an result in involuntary spasms, twithes, tis, tremors, and other musularmovements. Withdrawal reations may inlude a \Tourette-like syndrome" haraterized by motortis and voalizations18. Many of these movements involve the fae and nek, but any musle funtionmay be a�eted, inluding talking, swallowing, and breathing. These withdrawal reations an bepainful, dis�guring, and disabling. They are more fully desribed in Chapter 4 in onnetion withtardive dyskinesia.In some ases, the movements gradually ease after a few weeks; this phenomenon is knownas withdrawal emergent dyskinesia. (Other names for it are withdrawal parkinsonism, withdrawaldystonia, and withdrawal akathisia). If the movements persist for four weeks or longer, they arediagnosed as tardive dyskinesia or one of it's variants. In about one third of ases, these movementslessen substantially or, in very few ases, disappear gradually over a period of months. Most asespersist inde�nitely. Aompanying these movement disorders are unpleasant mental states suh asdepression and indi�erene in ases of parkinsonism, and anxiety despair, and anger in ases ofakathisia19.Not everyone views these abnormal movements as true withdrawal reations, for the simple rea-son that they are ordinarily �rst observed during drug use (Chapter 4). In many ases, however,abnormal movements beome apparent or worsen only when the patient is reduing or stopping thedrug20. Astonishingly, one review of antipsyhoti withdrawal reations does not mention abnormalmovements (Dilsaver, 1994 [132℄).A third group of withdrawal reations involves a wide range of psyhologial and behavioralsymptoms, inluding insomnia, anxiety, agitation, irritability, and organi psyhosis. Psyhoti with-drawal symptoms are variously alled tardive psyhosis, super-sensitivity psyhosis, or withdrawalpsyhosis21. Frequently aompanied by abnormal movements, they inlude halluinations, delusions,onfusion, and disorientation.Tardive psyhosis is onsidered ontroversial by some investigators, and researhers have reportedwidely di�erent rates. However, we believe that linial and sienti� evidene on�rms it's existene(Reviewed in Breggin, 1997a [55℄). After years of suppression of the dopamine system by thesedrugs, the brain ompensates for their e�ets. When the drugs are disontinued, the hyper-aroused17Leipzig (1992) [248℄, p. 414. The psyhologial and physial symptoms of a partiularly severe ase of neuroleptiwithdrawal in a six-year-old hild are desribed by Maisami and Golant (1991) [260℄.18Lal and AlAnsari (1986) [242℄ review eleven ases of Tourette-like syndrome that developed after neuroleptiwithdrawal. This syndrome has also been observed after Clozaril withdrawal by Poyurovsky et al. (1998) [311℄.19Gualtieri (1993) [191℄; Barnes and Braude (1994).20Lang (1994) [243℄; Sahdev (1995) [329℄; Weller and MKnelly (1983) [386℄.21Weinberger et al. (1981) [384℄; Witshy et al. (1984) [391℄.139



dopamine system takes over. Psyhoti reations upon abrupt withdrawal have been observed inindividuals with no history of psyhoti symptoms, suh as patients taking antipsyhotis for tidisorders (Silva et al., 1993 [345℄).Among developmentally disabled individuals who have been treated with neuroleptis, withdrawalfrequently leads to profound emotional disturbanes. This worsening of behavior, alled \withdrawal-indued behavioral deterioration" (Sovner, 1995 [348℄, p. 221), usually lasts for several months(Gualtieri, 1993 [191℄) and an beome permanent. However substantial number of people mayimprove if kept o� the drugs. One author notes that \it is not generally appreiated that severebehavioral symptoms whih emerge during neurolepti dosage redution an be transient". As aresult, \[i℄f symptoms do appear during drug taper, the usual linial pratie is to reintrodue thedrug, often at doses higher than the original" (May et al., 1995 [268℄, p. 156).Cases of neurolepti malignant syndrome (see Chapter 4) have also been doumented upon neu-rolepti withdrawal. NMS involves impaired onsiousness, abnormal movements, fever, and othersymptoms, sometimes ending in the patients death22.9.12.2 Withdrawal from Atypial AntipsyhotisWithdrawal reations from Clozaril (lozapine) involve not only holinergi and dopaminergi super-sensitivity but also rebound. Several ase reports desribe a quikly ourring withdrawal syndrome\with rapid onset of agitation, abnormal movements, and psyhoti symptoms". Aording to oneauthor, \These appear to be muh more rapid than syndromes seen after stopping onventional[neuroleptis℄" (Pies, 1998 [309℄, p. 176). Others have found that the \severe agitation and psyhotisymptoms . . . resolved rapidly and ompletely upon resumption of low doses of lozapine" (Stanillaet al., 1997 [352℄).Two ases of sudden emergene of brand-new obsessive-ompulsive symptoms, one of whih alsoinvolved \Tourette's syndrome-like tis", have been desribed after lozapine withdrawal. In bothases, liniians observed a \omplete disappearane" of symptoms upon resumption of lozapine(Poyurovski et al., 1998 [311℄). Another person treated for two years developed \severe insomnia,restlessness, and hills" after lozapine was withdrawn. These symptoms disappeared when lozapinewas reinitiated, appeared three months later when dotors again withdrew it, and disappeared onemore upon readministration of the drug (Staedt et al., 1996 [351℄). In another study, twenty-eightpatients were evaluated seven days after abrupt lozapine disontinuation; of these, 61 perent de-veloped withdrawal reations. Most of the reations were rated \mild" with agitation, headahe, ornausea; but four patients experiened more unomfortable withdrawal involving nausea, vomiting, ordiarrhea. Another experiened \a rapid-onset psyhoti episode requiring hospitalization" (Shiovitzet al., 1996 [343℄). The study does not speify how many patients with \mild" agitation duringthe �rst seven days after withdrawal went on to develop more severe episodes of agitated behavior.Aording to a reent report desribing four serious ases of Clozaril withdrawal, two patients wereunable to walls, another had a lurhing gate, and two gagged while eating or drinking (Ahmed etal., 1998 [3℄).One artile entitled \Clozapine as a Drug of Dependene" on�rms the existene of a \learsomati withdrawal sign" in laboratory animals after treatment with lozapine (Goudie et al., 1999[185℄). The drug was seen as the prototype for atypial neuroleptis when �rst introdued in theUnited States in 1990. Over time, so-alled atypial neuroleptis or antipsyhotis suh as Risperdal,Seroquel, Zyprexa, Geodon, Ability and Invega - enthusiastially promoted as safer drugs than theolder neuroleptis - seem to inreasingly resemble the onventional drugs they were meant to replae.Like the SSRI antidepressants, Seroquel has ations on the serotonin system, and it's not surprising22Amore and Zazzeri (1995) [8℄; Spivak et al. (1990) [350℄; Surmont et al. (1984) [356℄.140



that some withdrawal reations from it might resemble those of SSRI drugs. One ase report desribeda thirty-six-year-old woman on 100 mg a day of Seroquel who, upset over her large weight gain onthe drug, deided to stop the drug and was advised by her dotor to redue the dose by half. \Afterone day, she reported nausea, dizziness, headahe and anxiety severe enough to prelude her normalativities." Her symptoms ontinued despite returning to a higher dose. A more gradual redutionof 12.5 mg every �ve days, aided by an anti-nausea drug, also failed. She was suessful on a thirdattempt when her dotors added an older antipsyhoti drug to her regimen, although her nauseapersisted for two more days after her last dose (Kim and Staab, 2005 [226℄).9.12.3 \Relapse" or \Withdrawal"?In ases where patients are withdrawn from extended antipsyhoti use, muh of what gets alled\shizophreni" or \psyhoti" relapse may atually be unreognized withdrawal reations. With-drawal symptoms suh as agitation, restlessness, and insomnia are also likely to be mistakenly at-tributed to the patients mental ondition. By now, this situation may be depressingly familiar to thereader. It reets the same onfusion that we noted in regard to withdrawal from antidepressants,minor tranquilizers, lithium, and stimulants.Indeed, beause of the resemblane between many withdrawal symptoms and patients' prior emo-tional problems, liniians not only blame the reation on the \underlying disorder" but also re-ommend ontinued treatment with the o�ending agent. These linial errors persist despite telltalesigns suh as rapid onset of the symptoms after the drug is disontinued and rapid relief after it isreinstated. They persist even despite observations that \[r℄eal psyhoti relapse rarely ours duringthe �rst weeks of withdrawal" (Perenyi et al., 1985 [303℄, p. 430).The ontroversy over the value of antipsyhoti treatment will likely inrease as liniians ontinueto observe di�ering relapse rates between abruptly and gradually withdrawn patients; as it turns out,many patients who are gradually withdrawn do not need any further mediation. Aording to onestudy (Viguera et al., 1997 [380℄), \There is a nearly twofold di�erene in relapse risk between abruptand gradual withdrawal of [antipsyhoti℄ agents" (Pies, 1998 [309℄, p. 176), whereas an earlier om-prehensive analysis onluded that the relapse rate among patients withdrawn from antipsyhotis isthree times greater than that among patients kept on the drugs (Gilbert et al., 1995 [175℄). However,when other researhers reanalyzed these data to distinguish between patients quikly withdrawn andthose more gradually tapered, the latter had one-third the relapse rate of the former (Baldessariniand Viguera, 1995 [25℄)! In terms of relapse rates, then, prolonged drug treatment appears to be nobetter than a gradual tapering (See Cohen, 1997a [92℄).Of ourse, prolonged treatment is muh more dangerous. Indeed, researhers are beginning tosuggest that brain hanges resulting from long-term drug treatment may reate \pharmaologistress fators" or \iatrogeni-pharmaologi stress e�ets" that, ombined with abrupt withdrawal,inrease the vulnerability to relapse (Baldessarini and Viguera, 1995 [25℄). Taking drugs and thenabruptly stopping them might weaken patients, apaity to respond to stress in the future.9.12.4 When to Withdraw from Antipsyhotis?The irumstanes in whih antipsyhotis withdrawal should be strongly onsidered or attemptedare so numerous that full overage is not possible. We an, however, provide a few guidelines thatreet generally reognized medial knowledge and pratie:1. Antipsyhotis must be withdrawn any time there are signs of potentially life-threatening drug-indued disorders, suh as neurolepti malignant syndrome or bone marrow suppression withompromise of the immune system. Fatalities an result from failure to adhere to this guideline.141



2. Antipsyhotis should be withdrawn, if at all possible, at the �rst sign of tardive dyskinesia.Most of the very severe, disabling ases of tardive dyskinesia result in part from failure to followthis guideline.3. Antipsyhotis should be withdrawn as quikly as possible from patients who have reahedforty years of age, sine rates for tardive dyskinesia further esalate with age.4. Antipsyhoti withdrawal should be attempted, if at all possible, in ases where patients whohave been taking the drugs for months or years no longer show severe or disabling psyhotisymptoms.Given the high probability of irreversible e�ets of antipsyhotis, any dotor following patientswho are undergoing long-term treatment must seriously onsider lowering the dose to the absoluteminimum. In many suh patients, the minimal dose will atually be zero. In general, patients shouldbe given neuroleptis for the shortest possible time in the smallest possible doses. We believe that amore rational pratie of psyhiatry would eliminate the use of suh dangerous mediations.Researh on OBRA-87, the ongressional legislation regulating the use of psyhotropis and physi-al restraints in nursing homes, shows that it had the intended impat, espeially in terms of reduingthe use of neuroleptis (Snowden and Roy-Birne, 1998 [347℄). The use of benzodiazepines, also tar-geted by the legislation, has likewise dereased. We still need better doumentation of how thesehanges are improving the residents, quality of life. Meanwhile, however, it is lear from severalstudies that up to half of institutionalized elderly patients an be suessfully withdrawn from neu-roleptis. Tapered withdrawals are usually suessful, residents infrequently display inreased levelsof agitation, and most are able to remain o� the drugs for extended periods (Bridges-Parlet et al.,1997 [78℄). Overall, these drugs are so dangerous to the elderly that they should not be presribedto them.9.12.5 How Long Should Antipsyhoti Drug Withdrawal Take?Antipsyhoti drugs should be ompletely stopped at the �rst sign of any abnormal movements.Too often dotors try to guess whether or not a partiular abnormal movement, like eye blinking orgrimaing, is related to tardive dyskinesia. Any abnormal movement should be onsidered a probablemanifestation of tardive dyskinesia when the patient is taking antipsyhoti drugs, inluding thenewer ones; and the drug should be stopped as quikly as possible.Some physiians believe that the newer antipsyhoti drugs are less likely to ause tardive dyski-nesia. At present, the data is insuÆient to make this laim and the FDA requires the same tardivedyskinesia warning for all antipsyhoti drugs. Nearly all of the antipsyhoti drugs, inludingRisperdal and Zyprexa, suppress funtion of the dopamine nerves and therefore an ause tardivedyskinesia.An oasional unsrupulous report laims that the newer antipsyhotis an \improve" tardivedyskinesia beause they tend to suppress the symptoms. In reality; any drug that suppresses tardivedyskinesia is likely to ause it as well. This phenomenon is alled masking. Giving the newerantipsyhotis to ontrol tardive dyskinesia is likely to worsen the disorder in the long run.In non-emergeny situations where tardive dyskinesia is not suspeted, antipsyhoti drugs shouldbe withdrawn slowly, keeping in mind that it is not unusual to take at least one month to withdrawfor every year of exposure, so that a patient who has taken neuroleptis for two years is likely torequire at least two months to withdraw (see Chapter 8). Also keep in mind the risk of withdrawalpsyhosis. A temporary worsening of the patient's ondition is likely toward the end of withdrawalor shortly after the drug is stopped. This should not in itself prevent eventual, if gradual, withdrawalfrom antipsyhoti drugs. 142



Primate researh on�rms that withdrawal should proeed very slowly beause drug-induedhanges may last for several months after the last dose. In a laboratory study, thirty-eight healthymonkeys were observed daily for 108 weeks. For the �rst 25 weeks, \baseline" information wasgathered. From week 25 to week 72, the monkeys reeived long-lasting injetions of uphenazine(Prolixin). The main �ndings during this period were \highly signi�ant dereases in self- andenvironment-direted behaviors and aÆliation", meaning that the animals paid muh less attentionto themselves, their ompanions, and their surroundings. As of week 73, drug injetions were eased,and \[a℄ggression showed some inrease during early drug disontinuation, aentuated by stress".(This outome resembles the withdrawal agitation observed in humans). Importantly, the investi-gators state that \[r℄eovery of normal (baseline) behavioral sores began by week 7 after the lasttreatment". In other words, it was not until two months after the last dose that the animals beganto display normal behavior. Ultimately, \tardive dyskinesias persisted in 30 perent of the animalsfor a prolonged time" (Lifshitz et al., 1991 [257℄).Based on linial experiene bolstered by researh, we suggest that if you are withdrawing fromneuroleptis, you should avoid making major hanges in your life during and shortly after withdrawal.Allow for a \oasting" period of at least several weeks to shake o� drug e�ets, with emphasis on im-proved nutrition, exerise, and general well-being. In partiular, strengthen your soial relationshipsand avoid new, unpreditable soures of stress and tension.Rebuilding your life without resort to drugs after years of antipsyhotis an be espeially diÆult.You may have aquiesed to taking drugs that you atually experiened as toxi and mind-numbing,and this submissiveness, ompounded by drug e�ets, may have weakened your ability to makeindependent deisions. You will bene�t from areful planning and preparation, building a supportnetwork, and pratiing nondrug options to deal with stress and anxiety.9.13 Antiparkinsonian Withdrawal ReationsAntiparkinsonian drugs suh as Cogentin, Kemadrin, Artane, and Symmetrel are frequently pre-sribed to suppress the movement disorders, suh as parkinsonism, ommonly aused by neuroleptis.About half of the patients who reeive older antipsyhotis also reeive antiparkinsonian drugs.Antiparkinsonian drugs are also desribed as \antiholinergi" beause of their hemial ation insuppressing holinergi ativity in the brain23. Rebound holinergi hypersensitivity auses a largeproportion of the withdrawal e�ets of antiparkinsonian drugs, whih resemble those of triylis andneuroleptis and an be equally omplex and varied. Several studies have demonstrated the typialu-like symptoms of nausea, vomiting, hills, weakness, and headahe, as well as the insomnia andrestlessness that our upon withdrawal from these drugs (Luhins et al., 1980 [259℄).In a rare double-blind, plaebo-ontrolled withdrawal study the authors found \a reognizablewithdrawal syndrome" - namely, an inrease in anxiety manifested by \irritability; tension, palpita-tions and headahe", various physial omplaints (relating espeially to the gastrointestinal trat),dizziness upon standing, and irregular heartbeats. In addition, psyhoti symptoms ared up withindays of withdrawal and lasted up to three weeks (MInnis and Petursson, 1985 [270℄, p. 297). Eight ofthe eleven withdrawn patients (73 perent) displayed these \obvious withdrawal-related symptoms".Other studies, too, have observed psyhoti are-ups, whih are usually aompanied by a resur-gene of abnormal movements. Indeed, investigators diretly relate these psyhoti symptoms - in-23When neuroleptis suppress dopamine transmission, aetylholine ativity inreases, probably as a ompensatorymehanism. The resulting disturbane in dopamine-aetylholine balane auses or ontributes to abnormal move-ments. Antiholinergi drugs are presribed to suppress holinergi overativity. Of ourse, the brain also tries toompensate for the e�ets of these drugs, and the ompensatory mehanisms take over when the drugs are abruptlyremoved. 143



luding delusions, halluinations, suiide attempts, and isolation - to physial symptoms of rigidity;restlessness, akathisia, and parkinsonism24.In one suh study, the authors state plainly that \the antiholinergi withdrawal syndrome resem-bles the negative shizophreni syndrome in many important respets. Its ourrene in shizophrenipatients may be mistaken for psyhoti deompensation and result in inappropriate treatment" (Tan-don et al., 1989 [360℄, p. 712). A ase report also desribes a severe atatonia (immobility) uponabrupt withdrawal of Symmetrel (Brown et al., 1986 [79℄).Furthermore, one ase of a severe reation resembling neurolepti malignant syndrome was re-ported upon withdrawal of antiparkinsonians, even though the patient had never reeived neurolep-tis (Toru et al., 1981 [368℄).Sine antiparkinsonian drugs worsen tardive dyskinesia and impair memory, withdrawal an pro-vide extra bene�ts. In partiular, withdrawal an improve the symptoms of tardive dyskinesia (Yassa,1985 [396℄) and an ause a \dramati inrease in memory sores on the Wehsler Memory Sale"(Baker et al., 1983 [24℄, p. 585).As with all psyhiatri drugs, withdrawal from antiparkinsonians should be gradual and tapered,thereby dereasing the reurrene of abnormal movements originally suppressed by the drugs. Grad-ual withdrawal is also less likely to lead to a reinstitution of the drugs (Ben Hadj et al., 1995 [36℄).9.14 How Gradual Is \Gradual Withdrawal"?As we saw in Chapter 7, the so-alled gradual or tapered antidepressant withdrawals mentionedin the published literature are often too rapid. In one report, for example, \gradual" refers to aseven-to-ten-day withdrawal period (Barr et al., 1994 [30℄); in another, it refers to withdrawal overfour days (Rauh et al., 1996 [316℄); in a third, it refers to a 50 perent redution for �ve weeks,then no drug eah alternate day for one week, then abrupt essation (Amsden and Georgian, 1996[9℄). In two additional reports, \gradual" means a 50 perent redution in dose for one week, thenabrupt essation25. In a review of forty-six ase reports of SSRI withdrawal reations, twenty-threeinvolved abrupt withdrawal, twelve involved tapering over two weeks or less, and only six involvedtapering over more than two weeks (Therrien and Markovitz, 1997 [366℄). None of the last eighteentapers used something like the gradual, patient-entered methods desribed in Chapter 8. Finally ina review of nearly sixty studies involving patients with diagnoses of shizophrenia or other psyhoseswho were withdrawn from neurolepti drugs, the authors report that in most studies speifying thespeed of withdrawal, the proess was ompleted in less than a week, usually in one lay (Gilbert etal., 1995 [175℄).Rarely do investigators suggest that the taper period needs to be extended for several weeks; infat, twelve weeks and fourteen weeks are the longest periods ited in the above-mentioned reviews. Inone ase of severe dizziness ourring upon suessive, failed trials of Zoloft withdrawal in a twenty-nine-year-old man, the dotors ontated the drug manufaturer for help. They were advised toproeed with \extremely slow dosage titration" (Amsden and Georgian, 1996 [9℄, p. 686). Spei�allya redued dosage was presribed every other day for three weeks, then every third day for the next sixweeks, then every fourth day for two more weeks, at whih time the Zoloft was �nally disontinued.Overall, the withdrawal lasted eleven weeks.No suh reommendation to proeed with \extremely slow" withdrawal appears in the oÆialprodut monographs for Zoloft or any other antidepressant. As noted, as a result of FDA require-ments, makers of SSRI and other antidepressants have begun to inlude warnings about disontinua-24See Manos et al. (1981) [263℄; Baker et al. (1983) [24℄.25Arya (1996) [18℄; Fava et al. (1997) [147℄. 144



tion symptoms and reommendations of \gradual redution in the dose rather than abrupt essation. . . whenever possible" (as ited in the Cymbalta label, in the 2007 Physiians' Desk Referene [308℄),but no guidelines are given, in ontrast with guidelines for initiating drug taking. Thus, both dotorsand patients should be atively enouraged to proeed more slowly and arefully when psyhiatridrugs are withdrawn. The gradual methods desribed in Chapter 8 onstitute a sensible guideline inthis regard.9.15 Overview of Psyhiatri Drug Withdrawal ReationsIn an authoritative 500-page book fousing solely on adverse e�ets of psyhiatri drugs, fewer than�ve pages are devoted to withdrawal e�ets assoiated with all ategories of drugs (See Kane andLieberman, 1992). This �nding reets the inadequate level of psyhiatri interest and knowledge insuh reations.Psyhiatri drugs may indue a wide range of adverse e�ets when they are taken, and they mayindue a wide range of adverse e�ets when they are withdrawn. Reognized withdrawal syndromesare a regular, ommon feature of the use of all psyhiatri drugs. But as we have seen, dotors whopresribe these drugs too often fail to warn the patients who take them.Beause they produe unpleasant withdrawal reations, psyhiatri drugs must be onsidered drugsof dependene. In other words, at least some users will restart the drugs due to withdrawal-indueddisomfort. These individuals will ontinue their drug use simply in order to avoid withdrawal rea-tions. The ountless �rst-person reports posted on the Internet by users of SSRI antidepressants, forexample, provide unusually vivid evidene that this phenomenon ours all too frequently. Unfor-tunately, when withdrawal reations lead to prolonged drug use, users risk experiening more severewithdrawal reations later.As noted, the relatively small quantity of published ase reports desribing withdrawal reationsannot be taken as a valid indiator of the atual frequeny of their ourrene. As a rule, withdrawalreations from most psyhiatri drugs have been ignored or simply not reognized as suh. However,studies spei�ally designed to look for suh reations have found them in 60-80 perent of patients.A full 20 perent may undergo \severe" reations.Dotors often fous on the physial onsequenes of withdrawal, suh as nausea, tremors, orseizures, while failing to identify the emotional withdrawal symptoms that so often ontribute to theresumption of drugs. Emotional withdrawal reations suh as anxiety, depression, insomnia, onfu-sion, and irritability an atually have a greater impat on patients than purely physial symptoms.The three main ategories of emotional and behavioral withdrawal reations are anxiety, depres-sion, and psyhosis. Anxiety reations appear to be ommon upon withdrawal of entral nervoussystem (CNS) depressants suh as benzodiazepines and other tranquilizers, most of the antidepres-sants, antipsyhotis, lithium and antionvulsants used as mood stabilizers, and antiparkinsonians.Depressive reations appear to be ommon upon withdrawal of stimulants and SSRIs. And psyhotireations appear to be ommon upon withdrawal from neuroleptis, lithium, and antiparkinsonians.Still, evidene from ase reports and studies suggests that any psyhiatri drug may produe any ofthese withdrawal reations.In addition, over a dozen studies so far have impliated expetant mothers' use of antidepres-sants during pregnany with the appearane of a peuliar \neonatal abstinene syndrome". In onewell-ontrolled study a full 30 perent of 60 infants whose mothers took antidepressants for pro-longed periods, inluding during the third trimester, developed the syndrome, whih lasted up tofour days; 13 perent of the infants had severe reations. The most ommon symptoms were tremor,gastrointestinal problems, an abnormal inrease in musle tone (hypertoniity), sleep disturbanes145



and high-pithed ries. None of the 60 infants without exposure to SSRIs developed the syndrome(Levinson-Castiel et al., 2006 [252℄). There is some debate whether this represents an atual with-drawal reation or a sign of diret drug toxiity in the serotonin system.Furthermore, liniians and researhers do not always orretly desribe the symptoms that ourupon withdrawal. In many ases, prodrug bias and habitual resistane to aknowledging withdrawale�ets lead them to use relatively neutral, ambiguous terms (suh as agitation, restlessness, anxiety,and psyhomotor retardation) in plae of terms like psyhosis.Undoubtedly; many withdrawal reations from all ategories of drugs are mistakenly treated as\relapses" by presribing physiians, thus moving the fous away from possible drug involvementand toward the patient's \underlying disorder". Many researhers also approah the problem timidlyoften failing to desribe or emphasize withdrawal reations. As a onsequene, patients su�er, andthe publi is kept uninformed.So that patients an provide truly informed onsent for the drugs they are taking, dotors mustfully desribe withdrawal or disontinuation in terms of adverse drug reations with a \frequent"probability of ourrene, it is the dotors duty to make sure that patients atually grasp and thenremember the nature and likelihood of all important adverse reations, inluding withdrawal rea-tions. Similarly, in their oÆial drug monographs, drug manufaturers need to provide auratesummaries of reports of withdrawal reations, as well as detailed guidelines for tapering their prod-uts, just as they provide guidelines for how to initiate treatment.The best way to minimize the risk of severe withdrawal reations is not to take psyhiatri drugsin the �rst plae. The seond best approah is to plan a slow, gradual withdrawal involving losemonitoring and a systemati, ongoing program of information, ounseling, and reassurane. Unfor-tunately, however, abrupt withdrawal remains too ommon in linial pratie. Abrupt withdrawalis imprudent and may result in additional distress and disability. Exept in emergenies, patientswho are stopping their use of psyhiatri drugs and the professionals who are assisting them shouldproeed gradually and maintain this gradual pae until omplete essation is aomplished, even ifthe early stages of withdrawal present no diÆulties.

146



Chapter 10Withdrawing Your Child fromPsyhiatri DrugsChapters 7, 8, and 9 of this book; were largely direted to adults who want to withdraw from drugs.However, as nearly all of the priniples outlined in those hapters are relevant to hildren, they mustbe read prior to this one.The most general of these priniples inlude gradual withdrawal, the involvement of family mem-bers and a support system, and guidane from an experiened professional. We also emphasizedthe importane of paying attention to your own feelings, and of personally planning and managingyour own withdrawal experiene. Obviously, hildren - espeially young hildren - annot plan orontrol their own medial are: They need parents and other adults to do it for them. But theyan and should play a major role in every step of the planning, and, as with adults, their feelingsshould be given speial attention throughout the proess. Preisely beause hildren have immatureor even impaired ompetene, their aregivers are obligated to try hard to seek and be responsive tohildren's views and feelings.Sine hildren who reeive stimulants are by far the largest group of minors on psyhiatri drugs,we will fous on stimulant withdrawal among hildren diagnosed with \attention de�it hyperativitydisorder". However, most of the observations that follow apply equally well to hildren being with-drawn from any psyhoative drug. It is now inreasingly ommon for hildren to reeive atypialantipsyhotis and antionvulsants.The emphasis in this hapter is on younger hildren - preadolesents who are too young to par-tiipate e�etively in treatment deisions and who annot easily desribe in words their responses tothe drugs they are taking. Older hildren who are better able to ommuniate and make deisionsan beome atively involved in a manner more similar to that of adults. Indeed, depending on theirmaturity older hildren an help to monitor the rate of their withdrawal from drugs in muh thesame way as adults do.10.1 Speial PreautionsChildren are often given drugs for sedation that pose speial problems if stopped abruptly. Regard-less of whether they have epilepsy youngsters taking sedatives and drugs used for the treatment ofseizures an experiene seizures during withdrawal. These drugs inlude all the minor tranquilizerssuh as Klonopin and Xanax, as well as antionvulsants suh as Depakote, Tegretol, Dilantin, Lam-ital, and Topamax. Even among hildren who have never been mani, lithium an ause maniaduring withdrawal. And even among hildren who have never been hypertensive, abrupt lonidine(Catapres) withdrawal an trigger a hypertensive risis. Withdrawal from stimulants suh as Ritalin147



and Adderall, and antidepressants suh as Paxil, Celexa, E�exor, Proza, and Zoloft, an ause\rashing" aompanied by depressed and even suiidal feelings.To learn about adverse e�ets and withdrawal e�ets assoiated with any drug your hild is taking,be sure to review the information in earlier hapters of this hook as well as in other resoures.10.2 Your Child's Previous Experiene with WithdrawalChildren, like adults, vary greatly in terms of the intensity of their withdrawal response when takeno� stimulant drugs. Some hildren experiene little more than rebound hyperativity or tensionfor a few hours. Others, espeially after months or years of exposure to drugs, may undergo anextensive and unomfortable withdrawal. The manifestations of withdrawal also vary. Some hildrenmay exhibit inreased rebelliousness, hyperativity, and insomnia; others may display apathy and agreater need to sleep.Many hildren are routinely taken o� stimulant drugs every weekend. If this is the ase with yourhild, aute symptoms of withdrawal are probably not going to be a problem after the hild's druguse has permanently eased. Nonetheless, previous problems may resurfae after a few weeks or evenmonths as you, your hild, and the shool deal with this new drug-free experiene.Have you ever gone on vaation and forgotten to bring your hild's drugs along, or stopped thedrugs for some other reason? Suh experienes should give you a sense of what your hild's responsewill be during the aute phase of the upoming planned withdrawal. However, keep in mind thatwithdrawal reations an vary from one time to the next even in the same hild.10.3 Rebound and Withdrawal E�etsSome dotors tell parents that hildren and adults \reat di�erently" to stimulants. This is untrue.Any withdrawal reation an our in both hildren and adults.As previously desribed, hildren ommonly experiene withdrawal symptoms from stimulantswithin a few hours after taking the last dose. If they take Ritalin at 3 P.M., for example, they arelikely to be more nervous, anxious, and \hyper" by evening. This stage of drug withdrawal is alledrebound.Some dotors tell parents that rebound annot start after a delay of several hours following thelast dose and that it annot persist for a prolonged period of time. In fat, rebound routinely startsas long as �ve to ten hours after the last dose. And if no more stimulant is administered, the reboundan beome a long-term withdrawal reation that lasts days or weeks. In some ases, it may takea month or more for hildren to alm down after stopping stimulants during the summer vaation.These withdrawal e�ets would manifest themselves even longer if the hildren were subjeted to themore demanding and stressful regimen of a typial shool.10.4 Identifying the Soure of Potential ProblemsWhen planning your hild's withdrawal, you must take into aount how and why your hild was puton drugs in the �rst plae. If your hild was mediated beause of \shool problems" in the abseneof \home problems", then you may have fewer or less severe parenting issues to deal with duringwithdrawal. Nonetheless, new parent-hild onits are likely to develop during this proess.On the other hand, if you agreed to mediate your hild beause of his or her behavior around148



you, then you will almost ertainly need to work very hard on parenting issues as your hild omeso� the drugs. This work will require a serious self-examination of your own behavior, along withopenness to onstrutive ritiism from your spouse or other family members and areful attentionto any opinion your hild is able to voie. In addition, you will have to work losely with anyonewho shares aregiving responsibilities with you, sine onsisteny is an important part of suessfulhildrearing.Useful parenting books an be found at bookstores and libraries. Look at a variety of suh booksand then selet one or two for areful reading and referene. You may also want to attend parenttraining lasses and seek onsultations with an expert in parenting1.If it turns out that your own onfusion or inonsisteny in parenting is a main ause of your hild'sdiÆulties, you should greet this as good news-indeed, the best possible news! It means that being aparent matters, that there's nothing wrong with your hild that an't be �xed through your e�ortsand those of your family. Although it may initially seem easier to think that someone or somethingelse is the ause of your hild's problems, suh thinking ultimately wrests the power out of yourhands. In making the deision to stop mediating your hild, you should reaÆrm yourself as a parentand retake responsibility for your hild.10.5 Fousing on Problems in the Family10.5.1 Suppressed MaturationWhen hildren have been on psyhiatri drugs for years, their psyhologial and soial developmentmay be suppressed. Instead of struggling through the normal developmental stages, these hildrenare pushed through their growing-up period in a drug-indued state of onformity. They may notlearn to know and to express themselves, to handle emotional pain, to work out onits with others,and to take harge of their own behavior. Their sense of autonomy and personal responsibility isalmost always impaired. All these issues may surfae autely during withdrawal and require speialparental attention.10.5.2 Learning New Parenting SkillsNone of us are born good parents: We have to learn this omplex, subtle array of skills \on thejob". In e�et, we go through the same developmental stages as our hildren, but from our ownperspetive and with our own spei� learning proesses. However, when our hildren are mediated,we don't have the opportunity to learn the skills involved in raising a drug-free hild. We beomeaustomed to turning to mediation as the answer. At the same time, we might ease examiningourselves and our own parenting skills. Parents and hildren have to learn new skills during and afterdrug withdrawal.Dotors, teahers, shool psyhologists, and other hild welfare workers often reommend media-tion to parents when they should instead reommend or o�er a onsultation or seminar on parentingskills. Even parents who have suessfully raised several hildren may have trouble �nding the rightapproah to another of their o�spring. Every hild is a new hallenge. In fat, your hild's speialassets, suh as high energy and an independent nature, may be testing your parenting skills. Andevery new hallenge in a family's life presents new stresses and opportunities for you and your hil-dren. Consultations with a family-oriented therapist who is skilled at identifying your vulnerabilities1See Breggin (1998a [57℄) for suggested readings, basi priniples of parenting, and information about parenttraining lasses and types of onsultations available. 149



as a parent at this partiular time in your life, and with this partiular hild, an be the ritialfator in helping your hild withdraw from drugs.Many parents keep their hildren on drugs beause they feel too guilty or ashamed to fae themistakes they have made. They feel so humiliated by ritiism of their parenting that they annotfae the need to learn new approahes. By ontrast, the most suessful parents are those who freelyadmit that they routinely make mistakes and need to make onstant readjustments in the ways thatthey relate to their hildren. Give up any pretense you may have about being a \perfet" parent,and assume that you've got a lot to learn. It's a matter of aepting the axiom that were all human.Other parents keep their hildren on mediation beause they have been told that their hildsu�ers from a \severe neurobehavioral disorder" that will worsen unless treatment is instituted withdrugs. Virtually every hildhood distress, delayed ahievement, or misbehavior has been labeled adisorder. Ask your dotor what medial tests or evidene, besides the hild's behavior, neessitatesa medial-sounding diagnosis.Preadolesent hildren are inredibly responsive to any improvement in parental behavior. Some-times just a few good onsultations with a parenting expert an help you signi�antly hange yourhild's life for the better. Espeially in regard to managing diÆult behaviors, suh as anger andresentment, new parental approahes an transform a young hild's responses overnight.10.5.3 Learning to Give More AttentionMost parents su�er from \parent attention de�it disorder". They rarely �nd enough time to givetheir hildren all the attention they need and deserve. In e�et, their hildren get leftover time.In modern soiety; with it's inreasing eonomi pressures on families and it's many single-parenthomes, drugs have beome a kind of babysitter; hildren make fewer demands on parents while ondrugs. If you are going to take your hild o� psyhiatri drugs, be prepared to spend additional timewith him or her. This an be the single most important and potentially satisfying deision of yourlife - to spend more time with your hild on a routine basis throughout the period of your hild'sdependeny on you.10.5.4 The Father's Speial RoleMany if not most hildren routinely seen for mediation have fathers who are not suÆiently in-volved in their hildren's lives. Espeially in ases involving boys who are disobedient and resentauthority, the father is often the main soure of the diÆulty - and thus the main soure of potentialimprovement. Suh boys need a stronger father-son bond through whih to learn disiplined and re-spetful behavior. However, in ases where dad is spending time with the hild but a orrespondingbehavioral improvement is not taking plae, he may be ating too muh like a pal and not enoughlike a parent. When a father is lax as a disiplinarian, the hild is enouraged to take advantage ofhis mother or other aregivers, imposing an impossible burden upon them.10.5.5 Paying Attention to Your Child's Feelings and WishesIn addition to the priniples of slow and autious withdrawal that we emphasize, it is important thatyou pay speial attention to your hild's feelings. Every single day during the withdrawal period,talk and play with your hild, and �ne-tune your sense of how your hild feels.Bedtime presents a good opportunity for visiting with your hild, espeially if he or she is havingtrouble falling asleep during drug withdrawal. But be sure to hek in before and after shool as150



well. If you're at work during the day all in every day when your hild gets home from shool. Likeour other suggestions, this one an beome a deeply satisfying habit that lasts throughout hildhoodand ontributes to the love and trust that you share with your hild.Make lear to your hild that withdrawal from drugs an be diÆult and that you want to hearabout any unusual or unomfortable feelings or thoughts. Reassure your hild that you will payattention, respond, and perhaps alter the mediation shedule if neessary.Playing games an help a young hild express potentially deliate feelings and thus help youommuniate with the hild. For instane, you an have two stu�ed animals hat with eah other.Start by making up any subjet matter you an imagine, espeially if it's ute and funny. Then askyour hild to have the animals talk with eah other. At an opportune time, introdue the topi of\feelings" into the onversation between the animals. Eventually you an ask them how they feelnow that they are taking fewer pills. You may be astonished to hear your previously retient hildbegin to reveal information in the form of a dialogue between the two stu�ed animals.Another playful approah involves storytelling. Ask your hild - with lots of prompting, if neessary- to make up a story about a little girl or boy. After the story begins, you an suggest that the hildin the story is having trouble getting along at home or in shool. Then diret the story to whathappens if the little girl or boy starts and then stops taking mediations. You may �nd that yourhild tells you about herself in her story.Another way to enlist your hild's ooperation is to inform him about the potential diÆulties hemay experiene during withdrawal. Children often beome more responsible when responsibility isentrusted to them. And the prospet of oming o� their drugs often motivates hildren to improvetheir ondut.Don't worry about giving your hild too muh opportunity to voie his or her feelings and wishes;you an still remain in harge as the parent. If anything, your inreased interest in your hild'sfeelings will enourage your hild to be more responsive to yours.10.6 Fousing on Problems at ShoolChildren are most often put on stimulants beause of pressure from shool. Many shools enourageparents to seek medial onsultations in order to mediate the hildren and ontrol their lassroombehavior. In the past, hyperativity and other forms of disruptive ations were the major targetbehaviors. More reently, shools have begun advoating drugs on the assumption that they alsoontribute to improved learning and aademi performane. However, there is no body of sienti�evidene to support this hope. Most reviews and panels have onluded that stimulants have notbeen shown to improve learning or aademi performane2. Like other psyhoative agents, they arefar more likely to impair mental funtion.10.6.1 If Your Child Is InattentiveIf your hild's main problems at shool are daydreaming, forgetting things, and otherwise ating\inattentively" you should be able to stop the stimulant drugs with relative ease. Simply explain tothe teaher that you'd rather have a hild who daydreams than a hild who an't daydream. Youmight also point out that there are no sienti� data on�rming the usefulness of stimulants for2See the onsensus development onferene panel report published by the National Institutes of Health (1998). Inaddition, Breggin (1998a [57℄) provides an analysis of reviews and studies on�rming that stimulants do not improvelearning or aademi performane. 151



treating inattention3.Ask the teahers support in inreasing your hild's attention in shool, perhaps through moreindividualized instrution aimed at stimulating your hild and addressing spei� eduational needs.In addition, spend time outside of shool ultivating your hild's aademi interests in a fun manner.Take your hild to the library and to museums, movies, onerts, and other eduational ativities.But do not resort to drugs to \improve" your hild's attention. Drugs only blunt imagination andfantasy life without making any genuine improvement in the hild's atual ability to fous.10.6.2 If Your Child Is UnderahievingSome teahers give better grades to hildren on drugs beause the drugs make them more onforming.But better grades are not worth the prie of drug-indued onformity. And, as already noted, drugsdo not improve atual aademi ahievement or learning.Many well-meaning parents have hosen to mediate their hildren to improve their grades. Ifyou are among them, we urge you to reonsider your priorities. Your personal relationship to yourhild should be a muh higher priority than grades. Indeed, your hild will bene�t muh more fromfeeling loved and appreiated by you than from getting good grades. Stop struggling with your hildabout homework and fous on enjoying parenthood. Let the teaher, a tutor, or a relative or friendhelp with homework if doing so relieves some of the tension between you and your hild. A monthor two of relief from onit over studies may enable you to improve not only your relationship butalso your perspetive on whats important in the long run for your hild. In our opinion, nothing ismore important than the quality of your personal relationship with your hild.We also urge you to plae a higher priority on the integrity of your hild's brain than on goodgrades. As your hild grows up, he or she will have multiple opportunities to develop an interest inshool and in eduation. For that matter, some people don't settle down to studying until they areadults, and others, of ourse, do very well in life despite doing very poorly in shool. So, whereasfuture opportunities for shool abound, your hild will never be able to get a new brain una�etedby drugs.If your hild is in danger of unking a grade, you may feel a partiular urgeny about orretingthe situation. This onern is understandable, but do not let it override two of the most importantaspets of your hild's life - the relationship between the two of you, and his or her ownership of abrain unimpaired by drugs.Maintaining patiene with hildren who underahieve is a far more positive ation than mediatingthem. And, in any ase, there are many other ways to help hildren perform better in shool. Thebest one is to spend time with your hild - playing interesting games, going to museums, and, ingeneral, engaging in ativities that make learning a part of your family life. Tutoring, espeially inreading, is often the most e�etive eduational intervention available. Reading with your hild is notonly aademially bene�ial but it an improve your relationship.10.6.3 If the Shool InsistsAs noted, many shools pressure parents to put their hildren on mediation, espeially if they aredisruptive in lass or require more attention than the teaher is willing or able to give. Privateshools may threaten to expel the hildren. Publi shools use other forms of psyhologial pressurethat an be equally threatening.3Aording to the National Institutes of Health (1998) onsensus statement, \there are no data on the treatmentof ADHD, inattentive typed". 152



If you are a parent who is determined not to drug your hildren, you an put your energy intoonsidering the many better alternatives that exist. First, work losely with the shool on improvingyour hild's disruptive behavior. Spend time in lass observing your hild's behavior, or have a friendor relative do so. Your visits will have the added advantage of making lear to your hild - and to theteaher - that you take these diÆulties seriously. Do everything you an to ensure that the shoolmeets your hild's needs.Resistane from shools is to be expeted. Dealing with teahers and shool oÆials who un-derstandably resist hanging their habits in order to aommodate your hild's needs requires time,e�ort, patiene, and ingenuity. But, as an alternative to mediating your hild, it has the learadvantage of squarely framing the diÆulty in eduational terms, and of enouraging adults aroundyour hild to ome up with solutions.We sometimes advise parents to tell the shool authorities something along these lines; \I knowthat Ritalin has a good hane of making my hild more ompliant in lass, but that's just not thekind of `improvement' I want for my hild. I do not beat my hild if he su�ers a setbak in lass, andI refuse to drug my hild for the same purpose." You may also express your onern about exposingyour hild to drugs that ause agitation, growth stunting, and heart problems that the FDA hasexpliitly warned about.Seond, disuss your hild's problems at shool with an independent ounselor, psyhologist, oreduational onsultant. If the professional is unwilling to visit the shool, you may want to �ndanother resoure.Third, remember that many wonderful hildren who beome reative adults were not meant tospend day after day in large groups learning rote material. Consider other shools as well as the widevariety of home-shooling programs that are available.10.7 Withdrawing from Multiple Drugs or Multiple DailyDosesIn Chapter 8 we disussed the priniples involved in hoosing whih drug or whih dose to startreduing. Reall that if a seond drug has been given for a side e�et aused by the original drug,the seond drug should not be withdrawn until after the dose of the original one has been redued.Thus, for example, if your hild was given Klonopin to overome Ritalin-indued insomnia, uttingbak on the Ritalin should be your initial step.Alternatively, if a spei� drug dose is ausing adverse e�ets, you might begin by reduing thatdose. For example, if the afternoon dose of lonidine is making your hild too sleepy - or the afternoondose of Ritalin is making your hild too wide awake at bedtime - start reduing it.Sometimes one or another dose may be the more pratial one to redue. If your hild's behaviorat home is relatively easy to manage ompared to his or her shool behavior, then start by reduingthe dose that you give after shool.10.8 When to Start WithdrawalYour hild should be withdrawn from psyhiatri drugs of any kind as soon as possible. They aredetrimental to your hild's growing brain and overall development. Even if you and your hild'sdotor believe that the psyhiatri drugs have been helpful, they should be stopped as soon asfeasible. In ases where drugs are being used to treat hildren or adults, the smallest possible dose153



for the shortest possible time is always the best pratie. In hildren with growing, vulnerable brains,the need to avoid toxi exposures is espeially ritial.Remember, your hild's behavior may temporarily worsen during withdrawal. A positive, loving,patient, engaging environment is very important at this time. If your hild is going o� to summeramp or some other ativity away from home, withdrawal ideally should be omplete at least a fewweeks beforehand.If your hild has been on drugs for a year or longer, and if shool behavior is a major problem, youmay want to wait until summer vaation to begin to withdraw the drugs. Or you may want to begina slow, autious withdrawal during the shool year. If the shool reports that the hild is \gettingout of ontrol", you might have to hold o� until summer.As parents ourselves, we would rather take our hildren out of shool than to drug them for thepurpose of staying in shool. We would prefer any viable alternative to giving psyhoative drugs toour hildren, inluding major hanges in our own lifestyle in order to provide better for our hildren'sneeds.We reommend reading Peter Breggin's \Talking Bak to Ritalin" (Breggin, 1998a [57℄) as a partof any deision to start or stop stimulant drugs for the behavioral ontrol of hildren. His bookdisusses many subjets overed in the present hapter, in onsiderably greater detail - inludinghow to deal with shools and how to develop your parenting skills.
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Chapter 11Understanding Your Therapist's FearsAbout Nonuse of DrugsMany people reading this book are seeing physiians or psyhotherapists who are urging them tostart or to stay on psyhiatri drugs. If you are being pressured to use drugs, you may �nd it helpfulto understand your dotor or therapist as a human being with his or her own onerns, fears, andonits about your desire to be drug-free.11.1 When Your Therapist Says You Need DrugsYou may not have intended to take psyhiatri drugs when you �rst sought help. After a few therapysessions, your therapist may have raised the issue. Or perhaps, when therapy wasn't progressing aswell as you hoped, you wondered about trying drugs. One way or another, your therapist made areferral to a psyhiatrist and, after a �fteen- to thirty- minute visit with the dotor, you were startedon drugs.You may have had mixed feelings about starting on drugs. If your therapist suggested it, you mayhave onluded, \I must be worse o� than I thought. Even my therapist an't help me. Maybe I dohave a biohemial imbalane. Maybe it is geneti."Even if it was your own idea to seek mediation, you may have had reservations or questions. Wasit all your fault that therapy wasn't progressing so well? Maybe your therapist was on the wrongtrak. Maybe you ould bene�t more from a di�erent therapist or another kind of therapy. Possiblyyou wondered about hanging therapists, using herbs and other alternative healing methods, goingto a holisti healing enter, or trying to make it on your own without professional help. Maybe youwished your therapist had said, \Don't give up on yourself and don't give up on your therapy. Wean do it without drugs!"11.2 Therapists Are People, TooYour suspiion may have been orret: If you were not doing as well as you hoped in therapy itmay not have been your fault. Therapy is a relationship, and there are innumerable reasons whyrelationships fail to ful�ll their promise. There may be a lak of ongeniality between the partiipants,a lash of personalities or values, oniting viewpoints, a lak of mutual understanding. Maybe therelationship got o� on the wrong foot and never reovered. Perhaps neither of you feels omfortablewith the other. Your therapist may remind you too muh of your father or mother, or your hild; oryou may remind your therapist too muh of his mother or father, or hild. Maybe your therapist has155



problems similar to yours and never solved them. Maybe your therapist is going through a diÆulttime in his or her own life, or simply doesn't know how to do therapy well. In short, the soures ofdiÆulty in therapy are as numerous as the auses of diÆulty in any relationship.Finding the right therapist is omparable in diÆulty to �nding and ultivating a best friend.Both friendship and a good therapeuti relationship require persistene, luk, patiene, hard work,and perhaps a blessing.Unfortunately some therapists automatially blame the lient for any lak of suess in therapy.They may justify themselves by saying, \I did not reommend mediation until it was obvious thattherapy by itself wasn't working." But this assertion - \therapy . . . wasn't working" - holds manyunexamined assumptions. Therapy isn't a thing, like a dentist's drilling mahine, that works ordoesn't work. It isn't something that omes in �xed loses with spei� e�ets, suh as 250 mg ofpeniillin. Rather, therapy is a relationship. And the failure of the relationship an as readily beaused by the therapist as by the lient. Commonly both ontribute to this outome.11.3 So Many Kinds of TherapyEah lient possesses unique ideas about the aims of therapy one lient wants relief from anxiety ordepression, another wants to get at the roots of personal problems from hildhood, still another isfoused on �nding a more liberated approah to living. Some lients have no stated aims, othershave many.Parents often seek help in regard to their hildren from very divergent perspetives. Some parentssee themselves as part of the problem; they want guidane in resolving onits with their o�spring.Other parents see the diÆulty as residing in their hildren; they expet the hildren to be diagnosedand treated. Therapists also have spei� ideas about the aims of therapy. They identify themselvesby numerous di�erent \shools" with desriptive phrases suh as ognitive therapy, behavioral ther-apy, existential therapy, phenomenologial therapy, insight therapy, relationship therapy, supportivetherapy, rational-emotive therapy, psyhoanalyti therapy, psyhodynami therapy, experiential ther-apy, biofeedbak, noeti therapy, psyhospiritual therapy, psyhoeduational therapy, lient-enteredounseling, neurolinguisti programming, and more. When hildren are involved, the number ofapproahes expands to inlude play therapy and a variety of parent training approahes.Some therapists are eleti, tailoring several di�erent tehniques to their lients; others haveone partiular approah that they use for everyone. Many therapists work with anyone who omesto their oÆe; others speialize. Some therapists work one-to-one, others work with families orgroups. Similarly therapists an vary in their goals for therapy. One therapist, for example, mayreommend relief from anxiety or depression through drugs along with psyhotherapy, another mayo�er a behavioral or ognitive program for learning new ways of ating and thinking, still anothermay try to liberate the individual from early trauma or misguided lessons learned in hildhood. Sometherapists have very lear-ut aims for their patients even before they enter the oÆe; others try totailor the therapy to the unique goals of the lient as they unfold.Some therapists take a warm and aring approah, and share some of their own feelings andexperienes; other therapists are more distant and reserved, sharing almost nothing of themselves.Some try to build a relationship of equality and mutual respet, whereas others are authoritarianand ontrolling.Some address their patients by their �rst name but expet to be alled \dotor". Some rarely alltheir lients by any name. The method of addressing lients, and of being addressed by them, oftenreets basi attitudes regarding authority and ontrol.Many therapists explore lient's problems without any formal approah at all; others have de�nite156



routines and programs. Some set no time limit at all on therapy; others o�er a spei� number ofsessions. Some therapists work in medial surroundings similar to a surgeons onsulting room; otherswork in home oÆes that express their unique personalities and family life.A therapy that meets one person's needs may seem futile, frightening, or even ludirous to anotherperson. For that matter, even a single individuals response to one or another kind of therapy mayvary over time. Some people take to therapy with ease and gusto; others �nd it painful and evenalien.Given the broad spetrum of attitudes and approahes among lients and therapists, as well as thein�nite di�erenes in personality; it is absurd to think that anyone should be put on drugs beauseone or another therapy \didn't work".11.4 What to Do When the Therapy Is FailingIf you aren't doing well in therapy it's not beause there is something wrong with you. Rather, it'sbeause the relationship isn't ahieving the desired aims of one or both of the partiipants. Andwhen desired aims aren't being ahieved, it ertainly isn't going to help if one of the partiipantsstarts drugging the other.Given the in�nite number of therapeuti relationships that might potentially be formed, searhingfor the right therapy makes a lot more sense than turning to drugs after the failure of one, two, or eventhree of these relationships. Consider experiening a number of di�erent therapies and therapists ifyou don't �nd a perfet math on the �rst try.On the other hand, you might feel too inseure or shaky to stop therapy before �nding an alter-native. Remember, it's your right to keep working with one therapist while you hek out another.Optimally, you should be able to tell your therapist that you're seeking additional or alternativehelp; but if you feel unomfortable doing so, you don't have to inform your therapist that you areonsidering a hange.11.5 What Do We Have Faith In?Choosing between drug therapy and psyhotherapy or deiding on a ombination of the two, oftenhas more to do with faith than with siene or reason. In modern times, many sophistiated peoplefeel unomfortable with their need for faith. They deny it and end up having distorted, unspoken,or overt faith in material things. People used to have faith in their employers, but that is rarelythe ase today. They may instead try to have faith in their own intelligene and, espeially in theirtraining, eduation, and experiene in the workplae. They may also turn to money earning lots ofit as a form of seurity. They have faith in money.When we grow up, we do not stop being hildren - we simply disguise that fat. We ontinue tohave all the same basi needs for seurity, love, and faith.Children begin by having faith in their parents. Later they may develop faith in other peoplearound them, as well as in people they have never met, from movie stars to sports heroes. As theymature, adults tend to evolve and �nd new kinds of faith, inluding their own partiular ethis,values, and religion. In order to develop healthy adult relationships, they must learn to have faithin individual people. In short, they must learn to trust.A person's ultimate faith an be de�ned in terms of where he or she turns when feeling frightened,self-doubting, desperately depressed or anxious, hopeless, or shaken to the ore. Nowadays manypeople turn to mental health professionals as their ultimate soure of seurity and hope. They have157



faith that these professionals an make them psyhologially or spiritually well. Without realizing it,they are plaing themselves in the hands of healthare speialists who may have little psyhologialor spiritual awareness - people who have put their faith in medial diagnoses, biologial explanations,and drugs.But isn't psyhiatry siene? Isn't faith in psyhiatry based on fats? On researh? Can't we\trust in researh"?The sad truth is that, in the �eld of psyhiatry it is impossible to \trust in researh"1. Nearly allof the researh in this �eld is paid for by drug ompanies and onduted by people who will \deliver"in the best way possible for those ompanies. Even if the partiular researh projet isn't drugompany-sponsored, the researher is bound to have strong ties with drug ompanies that ontrolthe researh �eld, �nane most of the onferenes and meetings involved, and provide other perkssuh as onsulting jobs. In addition, the drug ompanies and the drug researhers share a ommonbelief in drugs. They also share a set of values about the kinds of statistial manipulations thatan be tolerated, about the kinds of data that an be aepted or rejeted, and about the standardsfor suess. Almost always, if any kind of statistially signi�ant numbers an be wrung out of thedata - regardless of their real meaning - the linial trial will be touted as \proof" of the safety andeÆay of the drug in question. Indeed, it is almost impossible to ollet data in suh experimentswithout oming up with \signi�ant" orrelations and \positive" results.Sadly even well-informed people too often put their faith in psyhiatry and psyhiatri researh.It is the same as putting their faith in a drug ompany.11.6 Therapists Are Losing Faith in ThemselvesMany psyhiatrists nowadays have no faith in psyhotherapy; others simply don't know how to do it.They are medially trained and rely on medial methods, and they believe that aberrant genes andbiohemials are the most signi�ant auses of psyhologial su�ering. Still other psyhiatrists mayontinue to believe in talking therapy but feel pressured to give mediation by olleagues as well asby patients and their families.Even many nonmedial psyhotherapists - mental health professionals who speialize in talkingtherapies - feel oered into going along with the latest fads in psyhiatri diagnoses and mediation.HMOs, PPOs, and other insurers often pressure therapists and lients alike to seek treatment withdrugs. And psyhotherapists, inluding linial psyhologists, ounselors, and soial workers, arebeing trained to believe that mediation must be used in any situation that seems diÆult. The endresult: Therapists have begun to lose on�dene in themselves.If your therapy isn't progressing well or if you appear to be in a risis, your therapist may feel\out on limb" and insist on your taking a drug. Therapists have emotional vulnerabilities exatlylike anyone else. Your emotional risis an turn into an emotional risis for your therapist.Even aring, experiened, ethial therapists may �nd that their personal onerns get in the way ofenouraging you to work with them without drugs. They may worry about how you will do withoutthe drugs, but they may also fear what will happen to them if you \get worse" without drugs. Insteadof being foused on what you want and need, your therapist may beome more worried about hisor her professional image, about ritiism from olleagues for not giving drugs, even about a lawsuitfrom your family if you do poorly without drugs.1Some of the many reasons not to trust psyhiatri researh, drug ompanies, and biologial psyhiatry are disussedin earlier hapters of the present book and doumented in detail in Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄), Bregginand Breggin (1994 [53℄, 1998 [57℄), Moore (1997 [286℄, 1998 [287℄), and Ross and Pam (1995) [325℄.158



11.7 The Exaggerated Fear of LawsuitsOrganized psyhiatry has fueled the fears of therapists by making threats and, in one well-publiizedinstane, by asserting that a private psyhiatri hospital \lost a malpratie suit" beause it didn'tpresribe drugs for a patient. In fat, the hospital settled the lawsuit out of ourt in a rather owardlymanner. Furthermore, this partiular suit was a rarity.Psyhiatrists who presribe drugs and eletroshok are the ones who are most regularly sued inthe mental health �eld. And innumerable malpratie suits are threatened or brought eah yearagainst medial dotors, inluding psyhiatrists, as a result of damage done by their presriptionof psyhiatri drugs and eletroshok. Meanwhile, very few psyhotherapists are sued by patientsor their families for any reason. Many psyhiatrists have multiple lawsuits brought against them,few psyhotherapists have any. As proof of this point, the malpratie insurane premiums paid bypsyhiatrists are muh higher than those paid by psyhotherapists.More spei�ally there have been very few malpratie suits brought against therapists for failingto reommend mediation. But therapist's fear of being sued is exaggerated by biologial psyhiatryas yet one more method of intimidation. Although suh lawsuits are possible, they are not likelyespeially among therapists who take the time to explain their views and to ontrast them with theprevailing opinions expressed by psyhiatrists.11.8 Faith in Ourselves Versus Faith in MediationIf we do not hold drugs in reserve as a last resort, then we are faed with relying on ourselves -our own personal resoures - inluding our apaity to be empathi, to understand, to help in thereation of new and better solutions. This is true whether we are trying to help ourselves, friends,family members, or patients without enouraging the use of drugs.When you and your therapist rejet mediation as an alternative, you in e�et delare, \Workingtogether, we have the personal resoures to lik this problem." Many professionals are afraid to takesuh a stand. They lak on�dene. They hope for a greater power to rely on beyond themselves,their lients, and other mere mortals. Nowadays the ultimate Higher Power is mediation. It isespeially frightening to rejet this \power" beause drug ompanies and biologial psyhiatry haveonvined a large segment of the population that drugs are the answer, perhaps even the only answer.When we deide not to turn to medial interventions to ease our distress or to solve our rises orsu�ering, we de�ne ourselves, and other human beings, as the ultimate resoure. We ommuniateto ourselves or to a lient or friend, \You and I together, and with the help of other people, possessthe neessary resoures to solve or transform your su�ering and this risis for the better."11.9 Understanding Your Therapists FearsConsistent with the priniple that therapists are people, too, they may respond with many fears if yourejet the suggestion of drugs or show an interest in disontinuing them. Therapists, like the generalpubli, have been bombarded with prodrug propaganda. During their training as psyhologists,ounselors, or soial workers, they may have been required to attend prodrug letures by biologialpsyhiatrists. Many mental health professionals feel dependent on psyhiatrists for referrals or forjobs, and tend to aept what they advoate. They may fear ritiism from their olleagues or frompsyhiatrists if they don't \go along with the program" - and nowadays drugs are the program.If you are depressed, your therapist may beome onerned about your potential to hurt yourself159



or to ommit suiide. Therapists have been led to believe that antidepressant drugs an help toprevent suiide. Few of them realize that there is no onvining evidene that any psyhiatri drugan redue the suiide rate, but that there is evidene that many drugs, inluding antidepressants,inrease the suiide rate2. As reviewed in Peter Breggin's introdution, the FDA now warns dotorsand users of the apaity of antidepressants to inrease suiidal thinking and behavior.If you an honestly do so, you should allay your therapist's fears by making an agreement thatyou won't harm yourself and that you will instead talk about any self-destrutive tendenies youmight have. Also onsider making ontingeny plans in advane-agreeing, for example, to alwaysphone or wait until the next session rather than doing anything drasti. Your therapist will feelmuh more omfortable about supporting your nonuse of drugs if you make lear your willingness towork together and to take responsibility for not harming yourself or anyone else.Some individuals take the position that \it's my own business if I hurt myself". But when aperson attempts or ommits suiide, a tidal wave of su�ering results. Therapists are not immune tothis. Faed with a lient's suiide, they feel not only guilt and remorse, as well as loss; they feel thatthey have failed. They may also fear for their reputations or worry about their legal vulnerability toa lawsuit brought by the family or by you, if you survive.Nowadays, therapists often fear being sued. They do not know that mental health professionalsare rarely sued for not giving drugs. By ontrast, it is ommon for psyhiatrists and other physiiansto be sued by their patients beause of adverse drug reations.Above all, therapists need to understand that the best guarantee against getting sued is to havegood relationships with their lients. It is very rare for patients to sue dotors or therapists whenthey feel that they have been treated in a thoughtful, onsiderate, informed, and aring manner.Patients and lients, as well as their families, an almost always aept honest mistakes. What theyresent is indi�erene, manipulation, and allous disregard for their well-being.Let your therapist know that you appreiate his or her onerns about your desire not to takepsyhiatri mediation, and promise not to hold your therapist responsible for any risks that youhoose to take in regard to rejeting or withdrawing from mediation. You might even suggest signinga form in whih you aknowledge that nonuse of drugs is your deision and that you are followingthrough on it after having been fully warned about the potentially negative onsequenes.Your therapist has probably been taught that psyhiatri mediations have positive long-terme�ets and that many patients should stay on them for a lifetime. Thus, if you have been takingdrugs for years, your therapist may feel that you are assuming too big a risk by trying to \do withoutthem". He or she probably has no idea that few, if any psyhiatri drugs have been proven to bringabout long-term bene�ial e�ets, even by the standards of researhers who favor drugs3.There are no lifetime studies of drug eÆay. As desribed in Chapter 2, most studies of psyhiatridrugs last four to six weeks and often have to be statistially juggled to make them look positive.Even when researhed over the longer term, these drugs tend to be assoiated with inreasinglyadverse e�ets and no evidene of eÆay. It may be useful for your therapist to read this book andothers4 in order to learn that there is little sienti� basis to most laims for the eÆay of psyhiatridrugs even over the short term, and almost no evidene for their value over the long term. Thereis simply no justi�ation whatsoever for the ommonly made laim that some people need to take2See Breggin (1997a [55℄), Breggin and Breggin (1994 [53℄), and Moore (1997) [286℄.3The failure to prove long-term positive e�ets and the overall imsiness of any laims for the eÆay of psyhiatridrugs have been extensively reviewed by Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄) and Breggin and Breggin (1994[53℄). See also Cohen (1997a) [92℄, Fisher and Fisher (1996) [154℄, Fisher and Greenberg (1989) [153℄, Jaobs (1995)[211℄, and Mosher and Burti (1994) [290℄, as well as Chapter 2 of the present book.4See Breggin (1991 [49℄, 1997a [55℄, 1998a [57℄) and Breggin and Breggin (1994 [53℄). See also Cohen (1997a) [92℄,Fisher and Fisher (1996) [154℄, Fisher and Greenberg (1989) [153℄, Jaobs (1995) [211℄, and Mosher and Burti (1994)[290℄, as well as Chapter 2 of the present book. 160



psyhiatri drugs for the rest of their lives.In fat, most of the diÆulties involved in \doing without drugs" are the result of drug withdrawal.Patients most often have trouble stopping drugs not beause they are useful but beause they reatedependeny.11.10 Personalities and Power11.10.1 Biologial PsyhiatristsBoth of the authors of this book have been ative in several professional arenas, giving us theopportunity to ompare the harateristis and personal styles typial of the various professions.Psyhiatrists as a group are muh more ontrolling, authoritarian, and emotionally distant than othernonmedial mental health professionals. Now that the profession is dominated by it's biologial wing,it attrats dotors who feel more omfortable writing presriptions than relating to people. Thesetendenies, in turn, are reinfored by their training in linis and mental hospitals, where they aretaught to exert power and authority over patients and other professionals and where they learned tolok up people against their will, to administer eletroshok, to write orders for solitary on�nementand restraint, to ontrol every aspet of the patients daily routine, to presribe toxi drugs whiledenying their devastating adverse e�ets, and to generally maintain an authoritarian and distantrelationship with their patients.As a result, psyhiatrists tend to seek power not only on the hospital ward and in the oÆe but inadministration and politis as well. They frequently beome powerful leaders in the health �eld. Inpolitis, they are extraordinarily e�etive. The mental health lobby funded by drug ompanies andled by organized psyhiatry is one of the most powerful in the nations history.Biologial psyhiatrists - who omprise the majority of today's psyhiatrists - tend to reat in avery suppressive manner to those who oppose them, inluding dissidents in their �eld. They ostraizetheir ritis and have been known to drive them from their positions in shools or other institutions.This behavior is onsistent with the authoritarian and ontrolling approahes they are taught duringtheir training.11.10.2 PsyhotherapistsIn our experiene, nonmedial psyhotherapists tend to be less authoritarian, less ontrolling, andless remote than medial dotors and espeially psyhiatrists. Doing psyhotherapy day-in and day-out tends to promote aeptane of the inevitable autonomy of lients or patients. Therapists tendto learn to respet their own limits and to fous on strengthening the people they are trying tohelp. When doing their jobs orretly they exert their inuene through empathy, understanding,and wisdom - not manipulation and ontrol.Psyhotherapists, by nature, are not very politial or bureaurati. They tend to be private souls,feeling most omfortable in the settings in whih they have hosen to work - intimate, seluded,well-proteted spaes. Foused on understanding and helping individuals, they often lak onernor insight into the eonomi and politial fores that drive the mental health profession and soiety.Barely do they partiipate atively in the major ontroversies within the mental health �eld.Unlike biologial psyhiatrists, \talking dotors" have no soure of funding or power in large indus-tries, private foundations, or the government. They have no massive lobbying group in Washington.Even psyhiatrists who pratie psyhotherapy have little or no inuene at the National Instituteof Mental Health (NIMH) or the Amerian Psyhiatri Assoiation, both of whih are dominated by161



their biologially oriented olleagues.Not only do psyhotherapists lak a broader eonomi power base, but their personal inomes tendto lag far behind those of psyhiatrists who presribe drugs, perform shok treatment, and on�nepeople in hospitals. Organizations that represent psyhotherapists, suh as the Amerian Aademyof Psyhotherapists, are also eonomially and politially weak. By ontrast, organized psyhiatryas exempli�ed by the Amerian Psyhiatri Assoiation, has gained enormous wealth, and heneinuene, through it's funding by the drug industry.Organized psyhiatry - with it's natural tendenies toward aumulation of power and it's fund-ing from drug ompanies - now dominates the �eld of mental health, whereas psyhotherapeutiallyoriented pratitioners an rarely ahieve positions of professional inuene. Many hold preariouslyonto whatever positions they an get on journals and in linis, professional shools, and nationalorganizations. It is no exaggeration to say that they live in fear. To gain the enmity of a bio-logial psyhiatrist in a professional institution - suh as an assoiation, university hospital, lini,professional journal, or government ageny - is to risk ones job and areer.You and your therapist may �nd it enouraging to learn that there is an organization of profes-sionals that speaks truth to power in the �eld of psyhiatry. The International Center for the Studyof Psyhiatry and Psyhology (ICSPP), in Bethesda, Maryland, was founded in the early 1970s inpart to resist the growing power of biologial psyhiatry (see Appendix C). It provides a network ofmutual support and shared information for professionals and onerned laypersons. It also sponsorsa peer-reviewed journal, Ethial Human Sienes and Servies, that is devoted to sienti� researhand analysis unsullied by professional and eonomi interests. Eah year the ICSPP holds an inter-national onferene devoted to the priniple of helping people in psyhologial distress without resortto drugs.If you are a lient or patient who wishes to stop or to rejet psyhiatri mediation, it is extremelyimportant that you understand your therapist's or dotor's fears and onerns, and are able to o�errational reassurane that you will take responsibility for your deision and personal ondut.The next hapter o�ers suggestions for therapists who wish to favor psyhotherapy over psyhiatrimediation as a treatment for their patients or lients. If you are in therapy you may �nd it usefulto share these suggestions with your therapist.
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Chapter 12Guidelines for Therapists Who Do NotAdvoate the Use of Psyhiatri DrugsIn the previous hapter we desribed the atmosphere of intimidation within the mental health �eldthat makes many psyhotherapists fearful about treating their lients without resort to drugs. Wealso noted that many therapists have beome unrealistially afraid that they will be sued for failingto reommend drugs.In reality many suessful malpratie suits are brought against psyhiatrists for damaging theirpatients with drugs, whereas a relatively small number are brought against psyhotherapists for treat-ment failures1. Moreover, there are few if any ases in whih psyhotherapists have been suessfullysued for failing to reommend or to refer for mediation. A reent review of auses for malpratiesuits against psyhiatrists does not even mention the failure to presribe mediation, although itdoes list many risk fators assoiated with the presription of drugs (Perlin, 1997).There are no ertain protetions against malpratie suits or other reriminations from patientsor olleagues; individual professionals must handle these legitimate onerns aording to their ownvalues and onerns. However, if you are a therapist or psyhiatrist who does not advoate the useof mediation, there are ethial priniples and guidelines that an be helpful to both you and yourlients. If you are a lient whose therapist or psyhiatrist is fearful about not stopping or not startingyou on mediation, you may want to ask him or her to read this hapter.12.1 Suggested GuidelinesThe following guidelines are presented in onise form for purposes of larity; they should not beinterpreted as hard and fast rules or as legal standards of are. In short, they are suggestions intendedto stimulate your thinking and to point you in useful diretions.1. Inform your lients about the prevailing biopsyhiatri viewpoint. When the issue of mediationomes up, make lear that most psyhiatrists nowadays presribe drugs for almost every patientthey see, inluding those with relatively mild ases of anxiety and depression. In this way, youan ensure that your lients understand the urrent biopsyhiatri emphasis on mediation andare aware of the ready availability of drugs if they want to obtain them elsewhere.1Perlin (1997) points out that failure to ondut psyhotherapy properly is rarely a basis for a suessful malpratiesuit, and Simon (1997) desribes the onditions under whih psyhiatrists are suessfully sued in regard to treatmentwith mediation and the frequeny with whih these lawsuits are initiated. Psyhotherapists are more likely to be suedfor unethial ondut, suh as having sex with a patient, than for errors ommitted during the provision of treatment.163



2. Clarify the reasons for whih you do not professionally agree with or enourage the use ofmediation. In a way that is onsistent with your partiular beliefs, explain your professionalopinion and experiene in regard to mediations. For instane, we often point out our beliefsthat the drugs are highly overrated, that their adverse e�ets are ommonly underrated, thatthey often do more harm than good, and that they impair the very mental faulties needed formaximizing psyhotherapy.3. Reommend onsultations and readings from both viewpoints. Explain that you support yourlients' right to seek other opinions at any time during therapy but note that many or even mostpsyhiatrists will hold an opposing opinion to yours. You an also suggest reading materialsfrom both viewpoints; but bear in mind that most lients will already have been inundatedwith examples of the biopsyhiatri viewpoint in advertising, in the media, and in books.4. Do not pressure your lients to go along with your partiular philosophy of therapy. Rememberthat your job is to empower your lients to make deisions - not to make deisions for yourlients. For example, rather than trying to talk your lient out of taking drugs, simply stateyour own wish not to partiipate in enouraging drugs and give your reasons why. Do notbeome personally invested in stopping your lients from taking drugs; it's their deision.In addition, reassure your lients that you will gladly ontinue therapy even if they deide toobtain mediation from someone else at the same time. But warn them in advane that theyare likely to be pressured to take drugs by psyhiatrists and other medial dotors, so that theyan be prepared to deal with it.5. Avoid making referrals for psyhiatri drugs if you believe they will not be helpful. Therapists,in our opinion, are not ethially obligated to make referrals for a servie that they do not favorand that is readily available through other soures. Instead, explain to your lients that, ontheir own, they an easily �nd psyhiatrists and other physiians who presribe drugs. You anpoint them to potential soures of dotors, suh as the phone book, the nearest medial shoolor mental hospital, and the loal or national oÆe of the Amerian Medial Assoiation or theAmerian Psyhiatri Assoiation. But you do not have to partiipate in �nding a pratitionerwhose approah you do not advoate.6. Unless they have been taking drugs for a very short time, always warn lients about thedangers of abruptly stopping any psyhiatri mediation. Exept when a patient is su�eringfrom a potentially serious adverse drug reation, it is better to err on the side of aution andadvoate slow withdrawal. You do not have to be a medial dotor to develop expertise in drugwithdrawal problems. Familiarize yourself with the information in this book and other souresabout the hazards of drug withdrawal.7. If you have knowledge about adverse drug e�ets, share it with your lients. You are not\interfering" if you disuss the adverse e�ets of psyhiatri drugs that another professionalis presribing for your lient or patient. Nor an you assume that a presribing physiian hasgiven your lient a suÆiently omplete piture of these adverse e�ets. For example, the writ-ten handouts that dotors provide to their patients are often inadequate.If you are omfortable doing so, use a reent edition of the Physiians' Desk Referene, bol-stered by other soures, to review with your lients the adverse e�ets of any drug that hasbeen presribed for them. Make lear that every drug has so many potential side e�ets thatyou annot desribe them all. 164



Be sure not to laim more expertise than you atually have. Enourage your lients to get asmuh information as possible on their own and from other dotors.8. If you are a nonmedial therapist with lients who want to withdraw from drugs, onsiderreferring them to a physiian. Nonmedial therapists an and do develop the ompetene tohelp their lients withdraw from mediation, but it is generally a good idea to enlist the aid ofa physiian to supervise the withdrawal proess. This individual ould be a family pratitioner,internist, or neurologist, rather than a psyhiatrist. Physiians who onsider themselves \holis-ti" are likely soures of this kind of help. You may of ourse, have to eduate the physiianin proper withdrawal methods, toward that end, the present book would be useful.Some ompetent, ethial nonmedial therapists do suessfully help their patients withdrawfrom drugs with little or no help from physiians. In the urrent medial limate, dominated bybiopsyhiatry nonmedial therapists may have to step in to provide information and expertise.9. If your lients are favorably inlined, onsider involving their families, friends, and other re-soures. Withdrawing from psyhiatri drugs an be a very diÆult and painful task, oa-sionally requiring hospitalization for detoxi�ation. Individuals faed with suh irumstanesoften bene�t from the support of family members and friends. In joint onsultation with thelient and therapist, family and friends an be alerted to signs of drug withdrawal that thelient may not be able to pereive or reognize during the withdrawal period. They an bereassured that troubling emotional and personality hanges are often short-lived and limited tothe withdrawal proess. And they an help by disussing with the lient what should be doneduring times of upset. If a therapist does involve family and friends, this arrangement must bemade with the whole-hearted agreement of the lient - ideally, in the lients presene and withhis or her ative partiipation. It must also be respetful of the lients ultimate autonomy andright to on�dentiality.10. If the therapy is not going well, and annot be �xed, refer the lient to another therapist ratherthan enouraging the use of psyhiatri drugs. We have urged lients to view therapy as arelationship, and to deide against being drugged when the relationship is failing. Similarly,therapists should avoid reommending drugs simply beause they feel unable to help a par-tiular lient without them. Instead, if the therapy annot be improved, the therapist shouldopenly disuss the therapy problems with the lient, keeping in mind the potential goal ofmaking a referral for a onsultation or a new attempt at therapy.There is, of ourse, the danger that a lient will feel rejeted or abandoned when their therapistsuggests onsulting with or seeking another therapist. However, the suggestion an be madetatfully with emphasis on the therapists own limits and the lient's stated dissatisfations.And the referral an be made as a onsultation with an additional professional to see if anew approah might be helpful or if new insights an be generated. Meanwhile, the therapistan emphasize that the lak of progress by no means indiates any inadequay on the lientspart. Keep in mind that, even if the suggestion to seek additional or alternative help raisesissues of rejetion, that outome is preferable to raising false and demoralizing questions for thelient suh as \What's the matter with my brain?" or \Can't I manage my life without drugs?"During the transition, the therapist should express a preferene for ontinuing the sessions untilthe lient makes up his or her mind about a hange. If the lient seems fearful or unstable,the therapist - with the lients onsent - may deide to partiipate atively in the transitionproess. 165



11. Make notes in your therapy reord to indiate that you have had onversations with your lientsabout drugs. Note that you have disussed with your lients the alternative of seeking drugtreatment from someone else. If relevant, also note your disussion of any warnings not to stopdrugs abruptly and without supervision. If your lients have read your written views or heardyou speak in publi about them, on�rm that they have been informed about the ontroversyand your own professional stand. In the future, this written reord an help you and yourlients to reall your disussions. It may also be useful if your lients or their families evermake a mistaken laim against you for not fully informing them. However, this eventuality isremote if you have been thoughtful and respetful in dealing with your lients.12.2 Stand Up and Be CountedIf you are a therapist, we hope you will join the inreasing number of our olleagues who are takinga stand in favor of psyhologial, soial, and spiritual approahes to helping people. Many areopenly ritiizing the biopsyhiatri viewpoint. Our olleagues are doing so not only for their ownprofessional satisfation and identity but for the sake of the truth and of the well-being of theirpatients and lients. Many of them have also beome aquainted with or joined the InternationalCenter for the Study of Psyhiatry and Psyhology ( www.ispp.org2; see Appendix C), or TheAlliane for Human Researh Protetion ( www.ahrp.org3; see Appendix D).If you are a lient, expet the best of your therapist. Enourage him or her to trust you, and towork toward the goal of empowering you to live a responsible, loving, and reative life without resortto mind-altering mediations. We hope you may also be inspired to join the International Center forthe Study of Psyhiatry and Psyhology or The Alliane for Human Researh Protetion.The �nal hapter of this book desribes some of the essential psyhologial priniples involved indealing with emotional rises and extreme su�ering without resort to drugs. These priniples shouldbe useful to therapists and lients alike, and to any individuals who want to improve their apaityfor self-help or for helping others.

2Internet: \http://www.ispp.org".3Internet: \http://www.ahrp.org". 166



Chapter 13Psyhologial Priniples for HelpingYourself and Others Without Resort toPsyhiatri MediationsThere are several basi psyhologial priniples for dealing with emotional rises and extreme emo-tional su�ering in ourselves and in others without resort to psyhiatri drugs1. These priniples willbe helpful to you whether or not you are in therapy. They may also be useful to your therapist, sinemany \talking dotors" now need enouragement and inspiration to deal with diÆult situationswithout resorting to drugs.How an the same priniples be useful to you and to your therapist? There is nothing magialabout therapy. It is a professional relationship based on psyhologial and ethial priniples forempowering you and improving your life. Therapy is unique in part beause it establishes limits andethial protetions for the lient2; but the same psyhologial priniples that work in therapy analso work for you without therapy. Moreover, they an enable you to better help a friend or lovedone during emotional upsets.13.1 Priniples of help13.1.1 Identify and overome your self-defeating feelings of helplessnessIdentify and overome your self-defeating feelings of helplessness. At the root of almost all disablingemotional reations lies a feeling of hildlike helplessness. By the time you are desperate enoughto seek help or to onsider taking psyhiatri drugs, this feeling has manifested as a loss of faithin yourself and other people. You have begun to feel personally overwhelmed and alienated, and1Many of the ideas in this hapter were �rst developed by Peter Breggin in Beyond Conit (St. Martins Press,1992) [51℄, The Heart of Being Helpful (Springer Publishing Company, 1997) [56℄, and \Psyhotherapy in emotionalrises without resort to psyhiatri mediation" (The Humanisti Psyhologist, 1998) [59℄. Though presented in a newform, the material in this hapter draws on all three soures, and we wish to thank the publishers for providing earlieropportunities to develop these ideas in print.2Psyhotherapy is a helping relationship. The experiene and training of the therapist are obviously important,but what really makes therapy unique is the setting-espeially given that the fous is limited to the lient's problemsand needs rather than those of the therapist, and all personal ontat is limited to the professional relationship andthe sessions. These limits make it safer for the lient and the therapist to onentrate on the intimate details ofthe lient's life. They allow for a aring relationship without extensive ompliations. And they make therapy verydi�erent from personal relationships, even those in whih people o�er or reeive help. Although these limits protetthe therapy relationship, they also irumsribe it's goals: Therapy annot be as healing as a mutually satisfying loverelationship. On the other hand, it an ertainly help a person to ahieve a love relationship.167



inapable of getting adequate support from anyone else. In this state, you may try to get others toon�rm how bad your situation has beome. You may even want them to feel sorry for you and toater to your feelings of helplessness. All of these outomes are understandable, but they are alsovery self-defeating.Whether or not you are in psyhotherapy; one of your �rst goals should be to identify and overomeyour feelings of helplessness, alienation, and distrust. You need to fous on regaining faith in yourselfand in anyone else you want to help you. The basis of any suessful helping relationship is the otherperson's aring attitude toward you, whih in turn enourages you to are about yourself.Try not to drag your therapist, or anyone else, into your helpless, fearful state of mind. Aswe desribe in the previous hapter, therapists are people, too, and your feelings of helplessness anstimulate similar feelings in them. It an be very useful to openly disuss your feelings of helplessnessand fear without ating as if they have overome you. It an also help to relate these feelings to yourexperienes as a hild when you really were helpless.13.1.2 Fous on your unique emotional reations to a risis or stressFous on your unique emotional reations to a risis or stress. If something dreadful is happening inyour life, it's easy to fous on the details that seem to be making you feel helpless and overwhelmed.You may be telling yourself, \Who wouldn't fall apart" when faed with aner, divore, the deathof a loved one, or the loss of a job.People vary enormously in terms of their responses to even the most devastating threats andlosses. Even when a threat is very real, it's the individuals subjetive response to it that remains keyto the outome. Some people are demoralized when they learn, for example, that they have aner;others mobilize to maximize their hanes and make the most of their lives. In ases of divore orseparation, one person may be devastated while another ultimately feels liberated and renewed.It an inspire you to realize that human beings are apable of persevering and even growing inthe fae of seemingly overwhelming adversity. You may beome able to respond to your risis as youwould to a hallenge, even a gift.Expet your ounselor to be less foused on helping with the spei� details of what you're goingthrough than on guiding you to see how you an improve your personal reations to them. You arefar better able to handle rises when you fous on understanding your unique, subjetive emotionalresponses rather than the fats of the risis itself. Your goal should be to grow in the fae of therisis - to transform it into a reative experiene.13.1.3 Be glad you're alive, and �nd someone else who is glad the bothof you are aliveBe glad you're alive, and �nd someone else who is glad the both of you are alive. Like many others,when you undergo a risis you may resent being alive. But resentment inhibits your willingness touse all of your resoures to overome your problems. Look for a ounselor or therapist who willgreet you with gladness that you're alive. If you do not feel welomed with zest and joy somethingis missing in the relationship. Over time, it may end up ausing more harm than good by loweringyour sense of self-worth and your expetations for a robust life.By ontrast, when greeted by another person who is glad you are alive, you will disover that youremotional risis is not as overwhelming as you previously thought. You are not alone; you are evenworth something to another person. It's the beginning of reovery.168



13.1.4 Avoid getting into \emergeny mode", and rejet desperate in-terventions or extreme solutionsAvoid getting into \emergeny mode", and rejet desperate interventions or extreme solutions. Whenfaed with feelings of hopelessness and doom, you (and anyone helping you) may be tempted to gearup for emergeny mode. But it's important that you don't try to get your psyhotherapist to goalong with your desperate feelings. Drugs, unneessary hospitalization, even eletroshok treatmentould result.To avoid overreating to lients, fear and hopelessness, therapists need to understand their ownvulnerabilities. If they are terri�ed of aner or AIDS, then they must remain espeially alert not toenourage their lients' terror in the fae of these health rises. Similarly, if they are unomfortablewith their own aggressive impulses, they must make the e�ort to avoid pushing their lients intogreater fear of their own anger.Some emergenies may all for quik ation, but these instanes are relatively rare. Almost always,if your therapist an maintain his or her own sense of alm and onnetedness, you, too, will beginto feel more safe and seure, more rational, and more apable of �nding positive new approahes.Fous on �nding a rational, loving, and on�dent enter in yourself that an rise above youremotional risis or su�ering. Try not to get aught up in the \emergeny". Expet your therapistto have a healthy perspetive that ommuniates a on�dene that the problem an be dealt with.The term healing presene (Breggin, 1997b [56℄) desribes the helper's apaity to be empathiregardless of the fear and helplessness, anguish and alienation, that are experiened by lients duringan apparent emergeny.13.1.5 Resist the impulse to have something done to or for you, andinstead seek help in strengthening yourselfResist the impulse to have something done to or for you, and instead seek help in strengtheningyourself. Consistent with overoming your feelings of helplessness and with avoiding \emergenymode", don't ask your therapist to do anything for you. Although it may be tempting to try toinvolve your therapist in your life - for example, by asking him or her to talk to your family oremployer on your behalf - it is generally better to �nd the strength to follow through yourself.Similarly don't ask your therapist to do anything to you in terms of giving you drugs or urging youto hek into a hospital. Seek to empower yourself, and look for a therapist who wants to aid in thatproess.13.1.6 Don't drug your painful feelingsDon't drug your painful feelings. During periods of emotional pain and turmoil, give your minda hane to funtion without drug-indued impairments. That is the only way to transform theseseemingly negative experienes into opportunities for growth. At suh times, you need unimpairedmental faulties and a full range of emotions. You need to welome your painful feelings as signs oflife and as signals that point the way to self-understanding and hange, indeed, by weloming yourmost painful feelings, you will be enabled to view these emotions in a far more positive light, onethat transforms helpless su�ering into positive energy.The idea of \weloming" painful emotions may seem beyond the apaity of many people whenthey are severely distressed. By the time they are upset enough to onsider turning to therapy or todrugs, they usually want to get rid of their emotions. It is unfortunate and potentially tragi thatmany therapists and dotors go along with this wish for the self-destrution of strong feelings. To169



be genuinely helpful, they should instead remind their patients that strong emotions of any kind areneessary and potentially liberating signals or reetions of their psyhologial or spiritual state.Therapy is often helpful preisely beause it an support your attempts to feel your \worst"feelings. Ultimately all people need other people - professional or not - to help in suessfullyunderstanding and triumphing over painful emotions. All people need others to deal with life'sinevitable emotional hallenges and upheavals.Mediations not only suppress and onfuse feelings, they an stimulate dangerous ones. As dis-ussed in Chapters 3 and 4, antidepressants and minor tranquilizers an ause agitation and maniaas well as disinhibition with loss of impulse ontrol. If an individual is already teetering on the vergeof losing ontrol, the drugs an beome even more dangerous.
13.1.7 Bear in mind that most emotional rises and su�ering build ona hain of earlier stresses and traumaBear in mind that most emotional rises and su�ering build on a hain of earlier stresses and trauma.Although a urrent risis may seem to be the ause of your distress, it is more likely the proverbialstraw that broke the amel's bak. But when you are feeling overwhelmed, it an be very diÆultto see beyond the immediate events. For this reason, you may want to seek help in understandingprior events in order to gain a better perspetive on your present risis.
13.1.8 Avoid inviting other people to take over for youAvoid inviting other people to take over for you. When you are feeling helpless and despairing, youmay be tempted to give signals that invite others to take over your life. But unless you really wantsomeone to intervene, don't at as if you annot take are of yourself. Don't say things that maymislead others into thinking that you might hurt yourself or someone else. If you are feeling thatdesperate, then it is better to take responsibility for yourself - for example, by asking for more helpor by �nding a safe plae to stay where other people an give you around-the-lok support.We hope that therapists reading this book will also realize that the use of emotional threats oreven diret fore, suh as involuntary ommitment to a mental hospital, is rarely if ever the best wayto handle a risis. In fat, we believe that involuntary treatment is wrong in priniple and ontraryto genuinely therapueti approahes. Suh interventions may stave o� an immediate suiide, forexample; but in the long run, by disempowering and humiliating the individual, they ommonly domore harm than good. At times, a therapist may �nd it neessary to point out to a lient that thereare voluntary alternatives, suh as risis enters and psyhiatri hospitals; but bringing up thesealternatives an indiate to the lient that the therapist is afraid the situation annot be handledthrough their mutual personal resoures. However, lients also need to realize that any ontat withpsyhiatri institutions, espeially in times of risis, an lead to involuntary treatment.There are no studies on�rming the usefulness of emotional bullying or more formal measuressuh as involuntary psyhiatri treatment. They also o�end basi human rights. And, in any ase,intuition and self-reetion are likely to onvine us that people don't bene�t from being fored intoonformity with a therapists' expetations. Clearly; the development of an empathi relationshiprequires mutual respet rather than oerion. 170



13.1.9 Be kind to anyone who is trying to help you, inluding yourtherapistBe kind to anyone who is trying to help you, inluding your therapist. Too often, individuals end upemotionally attaking the very people they have asked for help. They mount these assaults for manydi�erent reasons: beause they feel vulnerable about asking for help, or embarrassed about \havingproblems" or \being a patient", or fearful of rejetion, intimay or authority. A host of issues fromhildhood and from urrent irumstanes may surfae at various times in the therapy relationship.Sometimes the attak is a preemptive strike aimed at putting other people o� balane before theyan mount their own attak. But, ironially the more they attak their therapist - or anyone else -the more fearful they will beome of ounterattaks.Whatever the ause, any persistent tendeny to attak usually reets an enduring pattern ofself-defeating behavior that an be traed bak to things they learned to do to survive in hildhood.Therapists, remember, are ordinary people themselves. They are best able to o�er their are andunderstanding when they feel safe and valued. Conversely they will �nd it more diÆult to be aringtoward you if you make them feel defensive, humiliated, or rejeted. Your therapist's professionaljob is to reate a good relationship with you; but he or she annot do it alone. Help out by doingyour best to build trust.Therapy should be a plae of safety and seurity in whih you an express your deepest hurtsand most tender feelings, a plae where you an examine your most important dreams and ideals. Itshould be a plae where you an express anything that you feel - and inevitably you will sometimeswant to express anger at the person who is trying to help you. But if you persistently ommuniatein ways that threaten, frighten, or humiliate this person, you will end up repeating self-destrutivepatterns that need hanging. You will also make it harder for your therapist to help you. You mighteven mistakenly enourage your therapist to reommend drugs or other drasti solutions - out ofsheer fear or frustration.Nothing stated above should undermine any rational omplaints you may have about your ther-apist. As we have emphasized throughout, therapists are people, and good ones are as hard to �ndas lifelong friends. You may have to \shop around" to �nd the right one. But you'll never get thebest that any of them have to o�er if you attak them.13.1.10 Know that empathy and aring lie at the heart of any helpingrelationshipKnow that empathy and aring lie at the heart of any helping relationship. When people look forhelp, they usually feel so badly about themselves that they don't expet anyone to are about themin a personal way that says, \I understand and sympathize with your feelings and your situation. Idon't feel superior to you. Given what you've been through, I'm not sure I ould have handled itany better than you."Expet your therapist to work hard at aring about you and understanding you. You should alsowork hard at understanding and aring about yourself. Finding someone who an show empathy foryou is perhaps the single most important aspet of your healing.Probably no personal work is more important for therapists than opening our hearts to those weare trying to help3. But why does empathy so often feel like \work", even for experiened therapists?3Breggin (1997b [56℄) desribes empathy as the \heart of being helpful". In partiular, he introdues the oneptof empathi self-transformation to explain the therapisty's or helper's task of beoming open to the person who issu�ering. 171



There are many reasons. As therapists, we may be frightened by the degree of another's distress.Out of fear for the patient, we may be overly foused on quikly resolving the risis or emergeny.We may beome onerned about what others will think of us if things go wrong. We may feel thatwe lak the experiene needed to help the person.Most likely, perhaps, we �nd it hard to empathize with the su�ering of another beause it evokesour own personal su�ering. In our e�ort to ontrol our own feelings, we shut o� the soure of thestimulation - the other person's su�ering.13.1.11 Remember that we heed eah other!Remember that we heed eah other! By the time people end up seeking help or turning to psyhiatridrugs, they may have begun to think, \I have to do it on my own". Many individuals ome to thisfalse onlusion after feeling so let down and betrayed by others that they believe they have no hoieother than to withdraw into themselves.When people go to a dotor, they are likely to be reinfored in their belief that the problem isstritly their own to solve. The proess of reeiving a diagnosis, suh as major depression or panidisorder, and of taking a drug, emphasizes how alone they are in their struggle. In reality however,most problems grow out of relationships - going all the way bak to hildhood. Psyhologial orspiritual well-being requires new and improved relationships.Popular psyhology too often emphasizes peoples responsibility for themselves to the exlusion ofthe importane of other people in their lives. They are told, for example, \You an't be loved untilyou love yourself" or \No one an make anyone else happy". They are enouraged not to \needothers too muh". But while there may be some truth to these admonitions, they miss the entralpoint of life - that people are all enormously dependent upon one another for almost everything goodin life. From infany on, they are molded by their relationships with others. In adulthood, they areas strong as their relationships with others. No one ever beame truly suessful by relying on thepriniple that \I an do it on my own".At those times when you are emotionally upset, your judgment - espeially with regard to hoosingfriends or helpers - may be louded. You may turn to the wrong person. There is no easy solution tothis problem; it should be a major onern when you seek help beause you ould end up hoosingthe wrong therapist as well. But don't \give up on people", people are what life is all about.If you are in therapy; you may want to think about involving a loved one in the proess. Anyimprovement in ommuniation and aring between you and a loved one is likely to go a long waytoward strengthening your ability to overome your su�ering and to build a better life4.13.1.12 Realize that emotional rises and su�ering are opportunities foraelerated personal growthRealize that emotional rises and su�ering are opportunities for aelerated personal growth. Crisesand extreme su�ering provide a window into your greatest vulnerabilities. They allow you theopportunity to explore your worst fears. They bring out and onfront you with the raw material ofyour human existene. The self-understanding gained from this realization an be applied throughoutyour life, enabling you to develop a deeper psyhologial awareness of yourself and others. You gainnot only a new understanding of your own vulnerabilities but genuine insight into and respet forthe human ondition.When you fae and understand your worst fears, and then overome them, you will feel greatly4Family therapy and family life are also disussed in Breggin (1997b [56℄).172



empowered. No longer held bak by self-defeating emotional reations, you will gain faith in yourself.You will disover that you an triumph over seemingly impossible threats to reah new heights ofpsyhologial and spiritual transformation.Indeed, emotional rises and su�ering o�er potential for esalating growth as you learn to handleyour greatest vulnerabilities and most painful emotions. As your on�dene is regained, any risesyou experiene will beome opportunities for even more exeptional growth. You will disover thateven your worst fears an be handled, overome, and turned into opportunities. One your on�deneis restored, improved approahes, even solutions, an almost always be found. You will end up feelingstronger than you did before the risis began.13.2 ConlusionWe introdued this book with a disussion of the human need for faith. We talked about the manydi�erent ways in whih people seek guidane or help in dealing with life's inevitable su�ering. Now wewant to reemphasize that the hoie is not between psyhiatri drugs and other forms of \therapy",inluding the psyhologial or therapeuti guidelines suggested in this book. Rather, the hoie isbetween psyhiatri drugs and all of life with it's many rih resoures.Psyhotherapy is but one of many psyhologial, soial, eduational, politial, and spiritual ap-proahes that people an take when attempting to deal with emotional pain and su�ering. Ourapproah to therapy, too, is but one among many. One people beome free of the biopsyhiatriviewpoint and drugs, life presents an in�nite spetrum of alternatives for dealing with emotionalsu�ering and for living a more ful�lling existene. Above all else, we believe that all people needa set of ethis, priniples, and ideals with whih to guide their lives, inluding reliane on a brainunimpaired by toxi agents.However, when people beome foused on medial experts and psyhiatri drugs as the \solution",life beomes ompulsively narrow. Their options beome even more limited as the drugs inevitablybegin to impair their awareness, rendering them less able to understand or to rediret their lives.Eventually they feel they have no alternative other than perpetual reliane on one or another psy-hiatri drug.In this book we present the limitations of psyhiatri drugs. We point out why and how to stoprelying on them. Our goal is not to present a omplete philosophy of life but to help you approahlife in your own unique way - unimpaired in your journey by toxi substanes.
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Chapter 14Appendies
14.1 Appendix A: Psyhiatri Mediations in Common Use14.1.1 Antidepressants114.1.1.1 Seletive Serotonin Reuptake Inhibitors (SSRIs)Celexa (italopram)Lexapro (esitalopram)Luvox (uvoxamine)2Proza and Sarafem (uoxetine)Paxil (paroxetine)Zoloft (sertraline)14.1.1.2 Other Newer AntidepressantsCymbalta (duloxetine)E�exor (venlafaxine)Remeron (mirtazapine)Symbyax (Proza + Zyprexa, a newer antipsyhoti)Wellbutrin and Zyban (bupropion)14.1.1.3 Older Antidepressants (partial list)3 1The new FDA \blak box" warnings apply to all antidepressants but in fat were developed based on the SSRIsand newer antidepressants and not on the older ones.2The brand name Luvox has been withdrawn from the market but the drug is still available in the generi form.3All the older antidepressants an ause psyhiatri adverse drug reations inluding mania and psyhosis but theymuh less ommonly ome up in our linial and legal experiene. A more omplete list an be found in varioustextbooks, espeially Drug Fats and Comparisons (2007), a readily available annual publiation.175



Anafranil (lomipramine)Elavil (amitriptyline)Parnate (tranylypromine)Tofranil (imipramine)Vivatil (protriptyline)Surmontil (trimipramine)14.1.2 Stimulants14.1.2.1 Classi Stimulants4Adderall, Adderall XR (amphetamine mixture)Desoxyn (methamphetamine)5Dexedrine (dextroamphetamine)Foalin, Foalin XR (dexamethylphenidate)Ritalin, Conerta, Daytrana (methylphenidate)Vyvanse (lisdextroamphetamine)14.1.2.2 OthersCylert (pemoline) [no longer available℄Strattera (atomoxetine)14.1.3 Tranquilizers and Sleeping Pills614.1.3.1 Benzo TranquilizersAtivan (lorazepam)Klonopin (lonazepam)Librium (hlordiazepoxide)Serax (oxazepam)Tranxene (hlorazepate)Xanax (alprazolam)Valium (diazepam)4All are Drug Enforement Administration (DEA) Shedule II \narotis", indiating the highest risk of toleraneand dependene (addition).5Few people realize that dotors an presribe methamphetamine, the deadly drug of addition, to hildren forADHD.6All are DEA Shedule IV narotis, indiating a risk of tolerane and dependene (addition).176



14.1.3.2 Benzo Sleeping PillsDalmane (urazepam)Doral (quazepam)Halion (triazolam)ProSom (estazolam)Restoril (temazepam)14.1.3.3 Non-Benzo Sleeping PillsAmbien (zolpidem)Lunesta (eszopilone)Sonata (zaleplon)14.1.4 Antipsyhoti Drugs (Neuroleptis)14.1.4.1 Newer (seond- or third-generation or atypial) Antipsyhotis7Ability (aripiprazole)Geodon (ziprasidone)Invega (paliperidone)Risperdal (risperidone)Seroquel (quetiapine)Symbyax (olanzapine + Proza, an SSRI antidepressant)Zyprexa (olanzapine)14.1.4.2 Older Antipsyhoti DrugsClozaril (lozapine)Etrafon (antidepressant plus Trilafon)Haldol (haloperidol)Loxitane (loxapine)Mellaril (thioridazine)Moban (molindone)Navane (thiothixene)Prolixin (uphenazine)Serentil (mesoridazine)Stelazine (triuoperazine)7Sertindole is another atypial neurolepti urrently going through the FDA approval proess.177



Taratan (hlorprothixene)Thorazine (hlorpromazine)Tindal (aetophenazine)Trilafon (perphenazine)Vesprin (triupromazine)14.1.4.3 Antipsyhotis Used for Other Medial PurposesCompazine (prohlorperazine)Inapsine (droperidol)Orap (pimozide)Phenergan (promethazine)8Reglan (metolopramide)14.1.5 Lithium and Other Drugs Used as \Mood Stabilizers"Depakote (divalproex sodium) [anti-epilepti drug℄Equetro (extended-release arbamazepine) [anti-epilepti drug℄Lamital (lamotrigine) [anti-epilepti drug℄Lithobid, Lithotabs, Eskalith (lithium)14.1.5.1 O�-Label or Unapproved Mood StabilizersCatapres (lonidine) [antihypertensive drug℄Gabitril (tiagabine)Neurontin (gabapentin) [anti-epilepti drug℄Tegretol (arbamazapine) [anti-epilepti drug℄Tenex (guanfaine) [antihypertensive drug℄Topamax (topiramate) [anti-epilepti drug℄Trileptal (oxarbazepine)14.2 Appendix B: About the Authors14.2.1 Peter R. Breggin, M.D.Peter R. Breggin, M.D. has been alled \the onsiene of psyhiatry" for his e�orts to reform themental health �eld, inluding his promotion of aring psyhotherapeuti approahes and his opposi-tion to the esalating overuse of psyhiatri mediations, the oppressive diagnosing and drugging ofhildren, eletroshok, lobotomy, involuntary treatment, and false biologial theories.8Usually lassi�ed as an antihistamine but has neurolepti qualities and an ause tardive dyskinesia. All drugs insubsetion 14.1.4 are neuroleptis and an ause tardive dyskinesia.178



Dr. Breggin has been in the private pratie of psyhiatry sine 1968, �rst in the Washington,D.C., area and now in Ithaa, New York. In his therapy pratie, he sees individuals, ouples andhildren with their families. As a linial psyhopharmaologist, he provides onsultations and isative as a medial expert in riminal, malpratie, and produt liability lawsuits, often involvingthe harmful e�ets of psyhiatri drugs. He has been an expert in landmark ases involving the rightsof patients.Sine 1964 Dr. Breggin has written dozens of sienti� artiles and approximately twenty books.Some of his many books inlude \Toxi Psyhiatry" [49℄, The \Heart of Being Helpful" [56℄, \TalkingBak to Ritalin" [65℄, \The Antidepressant Fat Book" [66℄, and with o-author Ginger Breggin,\Talking Bak to Proza" [75℄ and \The War Against Children of Color" [76℄. His forthoming book,Mediation Madness: 55 True Stories of Mayhem, Murder, and Suiide Caused by Psyhiatri Drugs,will be published in early 2008.At various stages of his areer he has been deades ahead of his time in warning about the dangersof lobotomy, eletroshok, and more reently, antidepressant-indued suiide and violene, as wellas many other reently aknowledged risks assoiated with psyhiatri drugs. From the New YorkTimes and Wall Street Journal to Time and Newsweek, and from Larry King Live and Oprah to 60Minutes and 20/20, his work has been overed in major media throughout the world.In 1972 Dr. Breggin founded the International Center for the Study of Psyhiatry and Psyhology( www.ICSPP.org9 ). Originally organized to support his suessful ampaign to stop the resurgeneof lobotomy ICSPP has beome a soure of support and inspiration for reform-minded professionalsand lay-persons who wish to raise ethial and sienti� standards in the �eld of mental health. In 1999he and his wife Ginger founded ICSPP's peer-reviewed sienti� journal, Ethial Human Psyhologyand Psyhiatry. In 2002 they seleted younger professionals to take over the enter and the journal,although Dr. Breggin ontinues to partiipate in ICSPP ativities.Dr. Breggin's bakground inludes Harvard College, Case Western Reserve Medial Shool, ateahing fellowship at Harvard Medial Shool, three years of resideny training in psyhiatry, atwo-year sta� assignment at the National Institute of Mental Health (NIMH), and several teahingappointments inluding the George Mason University Institute for Conit Analysis and Resolutionand the johns Hopkins University Department of Counseling.Dr. Breggin's website is: www.breggin.om1014.2.1.1 Books by Peter R. Breggin, M.D.\College Students in a Mental Hospital: Contribution to the Soial Rehabilitation of the MentallyIll" (jointly authored) (1962)\Eletroshok: It's Brain-disabling E�ets"\The Psyhology of Freedom: Liberty and Love as a Way of Life" (1980)\Psyhiatri Drugs: Hazards to the Brain" (1983)\Toxi Psyhiatry: Why Therapy, Empathy and Love Must Replae the Drugs, Eletroshok andBiohemial Theories of the `New Psyhiatry' " (1991) [49℄\Beyond Conit: From Self-Help and Psyhotherapy to Peaemaking" (1992) [51℄\Talking Bak to Proza" (oauthor Ginger Breggin) (1994) [75℄9Internet: \http://www.ispp.org".10Internet: \http://www.breggin.om". 179



\Psyhosoial Approahes to Deeply Disturbed Persons" (oeditor E. Mark Stern) (1996)\Brain-Disabling Treatments in Psyhiatry: Drugs, Eletroshok and the Role of the FDA" (1997)[55℄\The Heart of Being Helpful: Empathy and the Creation of a Healing Presene" (1997) [56℄\The War Against Children of Color: Psyhiatry Targets Inner City Children" (oauthor GingerBreggin) (1998), Revision of \The War Against Children" (1994) [76℄\Relaiming Our Children: A Healing Plan to a Nation in Crisis" (2000) [64℄\Talking Bak to Ritalin", revised edition (2001) [65℄\The Antidepressant Fat Book" (2001) [66℄\Dimensions of Empathi Therapy" (oeditors Ginger Breggin and Fred Bemak) (2002)\The Ritalin Fat Book" (2002) [67℄14.2.2 David Cohen, Ph.D., L.C.S.W.David Cohen is Professor of Soial Work at Florida International University in Miami. As a liensedlinial soial worker, Dr. Cohen works with adults and hildren and onsults on legal ases. He isoften onsulted by individuals and families who wish to wean themselves o� psyhiatri drugs.Dr. Cohen holds degrees in psyhology and soial welfare from MGill University; CarletonUniversity and the University of California - Berkeley. He was previously a professor at Universityof Montreal and has been a visiting professor at Institut National de la Sant�e et de la ReherheSienti�que (INSERM) in Frane.Dr. Cohen has authored or oauthored more than 100 publiations, and reeived the ElliotFreidson Award for Outstanding Publiation in Medial Soiology from the Amerian SoiologialAssoiation in 2003. His edited books inlude \Challenging the Therapeuti State" (1990) [107℄and \Tardive Dyskinesia and Cognitive Dysfuntion" (1993). His Frenh-language books inlude\M�edialisation et Contrôle Soial" (1994) and \Guide Critique Ales M�ediaments de l'Âme" (1995).He reently edited with Gwynedd Lloyd and Joan Stead - \Critial New Perspetives on ADHD"(2006, winner of the NASEN/Times Eduational Supplement Prize for best aademi book [104℄).Dr. Cohen's researh has inluded large-sale surveys of psyhotropi presription praties, lin-ial investigations of drug-indued movement disorders, and in-depth qualitative inquiries of on-sumers' pereptions of psyhotropi drug e�ets. His researh is grounded in ritial perspetives onindividual, professional, and soial uses of presribed psyhotropi drugs. Dr. Cohen is presentlydesigning and evaluating a publily-funded, evidene-based urriulum based on ritial thinkingabout psyhotropi drugs for non-medial mental health professionals.More about Dr. Cohen and his work an be found at:rsphsw.�u.edu11/soial work/faulty ohen.html14.2.2.1 Books by David Cohen, Ph.D.\Critial New Perspetives on ADHD" (oeditors Gwynedd Lloyd and Joan Stead) (2006) [104℄11Internet: \http://rsphsw.�u.edu/soial work/faulty ohen.html".180



\Drug Abuse and Dependene on Psyhotropi Mediations Among Women, Older Persons, andChildren" (oauthor Johanne Collin) (1998)*\Critial Handbook of Psyhiatri Drugs" (oauthors Suzanne Cailloux-Cohen and AGIDD, 1995)*\Psyhotropi Drugs: Psyhosoial Aspets" (oeditor Guilh�eme P�erodeau) (1997)*\M�edialisation et Contrôle Soial [Medialization and Soial Control℄" (oeditor Louise Bouhard)(1994)*\Challenging the Therapeuti State: Further Disquisitions on the Mental Health System" (1994)[108℄\Tardive Dyskinesia and Cognitive Dysfuntion" (oeditor Henri Cohen) (1993)\Challenging the Therapeuti State: Critial Perspetives on Psyhiatry and the Mental HealthSystem" (1990) [107℄*published in Frenh14.3 Appendix C: The International Center for the Studyof Psyhiatry and PsyhologyThe International Center for the Study of Psyhiatry and Psyhology (ICSPP) is a nonpro�t in-ternational enter for professionals and non-professionals who want to raise ethial and sienti�standards in psyhology and psyhiatry. The board of diretors, advisory ounil, and membershipinlude hundreds of professionals in many �elds spanning psyhology; ounseling, soial work, nurs-ing, psyhiatry and other medial speialties, neurosiene, eduation, religion, and law, as well asonerned laypersons.Founded in 1971 by psyhiatrist Peter R. Breggin, M.D., ICSPP began it's suessful reform e�ortswith opposition to the international resurgene of psyhosurgery. ICSPP has also opposed the useof eletroshok treatment, the rampant esalation in the use of psyhiatri drugs, and oerive psy-hiatry in general. In the mid-1990s ICSPP organized a ampaign that aused the U.S. governmentto withdraw it's proposed \violene initiative", a government-wide program that alled for intrusivebiomedial experiments on inner-ity hildren in the hope of demonstrating biologial and genetiauses of violene. Some of ICSPP's most reent reform e�orts are direted at the growing trendto psyhiatrially diagnose and mediate hildren. Beause of it's many suessful e�orts on behalfof truthfulness and justie in the psyhosoial and biomedial sienes, ICSPP has been alled \theonsiene of psyhiatry".ICSPP has divisions in North Ameria, Europe, and Australia. The enter o�ers a general mem-bership. It publishes a newsletter and maintains an ative Web site that features ommentariesabout ontemporary problems in the human sienes. Eah year ICSPP hosts a national onferenethat is open to the publi.ICSPP sponsors a peer-reviewed journal, \Ethial Human Psyhology and Psyhiatry", publishedby Springer Publishing Company. The journal features sienti� papers, reviews and ommentariesthat raise the level of ethial awareness onerning researh, theory, and pratie. The journalexamines issues in ontemporary human servies with ritial analyses that span the psyhosoialand biomedial sienes.In 2002 Dr. Breggin and his wife Ginger Breggin passed leadership of ICSPP to younger pro-fessionals and Dominik Riio, Ph.D., a New York City psyhologist, is urrently the internationaldiretor. Meanwhile, Dr. Breggin ontinues to make presentations at the ICSPP national onfer-enes and to ontribute to the journal. None of the leaders of ICSPP are paid. Everyone is a devoted181



volunteer.Information about ICSPP membership, the journal, national meetings, and other ativities anbe obtained on the enters website, www.ispp.org12 . An annual subsription to the journal isinluded in the membership. Membership urrently osts only $100 per year, inluding the journal.By supporting ICSPP, you support the reform movement in psyhiatry; by joining ICSPP you anmeet and ommuniate with onerned professionals and laypersons who share your desire to raisethe level of ethial ondut, ritial awareness, and genuine siene within psyhiatry and psyhology14.3.1 International Counselors of Soial Workers, Psyhiatrists, Psy-hologists & EduatorsPeter R. Breggin, MD, is no longer aÆliated with the Center for the Study of Psyhiatry, informallyknown as International Center for the Study of Psyhiatry and Psyhology, whih he founded andled from 1972-2002, and Dr. Breggin is no longer involved in its annual Otober onferene. OnSeptember 8, 2010, a FORUM binding Arbitration Panel reaÆrmed Dr. Breggin's ownership andontrol of the URL ispp.org and supported his right to diret the URL to this new website that isalled: ICSPP - International Counselors Soial Workers, Psyhiatrists, Psyhologists & Eduators- hosted at www.ispp.org13.14.4 Appendix D: The Alliane for Human Researh Pro-tetionFounded in 2001, the Alliane for Human Researh Protetion (AHRP) is a national network oflaypeople and professionals dediated to advaning responsible and ethial medial researh praties,to minimizing the risks assoiated with suh endeavors, and to ensuring that the human rights, dignityand welfare of human subjets are proteted.Muh of what passes as knowledge on the e�ets of psyhiatri drugs has been obtained in linialtrials and other studies involving human subjets. AHRP has been in the forefront of e�orts do-umenting how the design, ondut, and �ndings of suh studies are tainted by onits of interestresulting from the drug industry's funding and ontrol of linial trials.By means of daily infomails, publi testimonies and onferenes, eduation, media exposure, andappeals to onsiene and soial justie, AHRP stands up and speaks out for the human rights ofresearh subjets - espeially those who are vulnerable or suseptible to oerion and exploitation,suh as disadvantaged hildren, older persons with impaired reasoning apaity, disadvantaged pop-ulations living in underdeveloped ountries, as well as prisoners and members of the armed fores.AHRP's daily infomails serve as atalysts for publi debate. They ontain exeedingly usefulinformation for patients and their families, journalists, aademis, lawyers and advoates, and otheronerned observers. Nearly all of the AHRP's work is performed by unpaid volunteers, who donateboth time and other resoures to the organization. Thus, AHRP o�ers a unique point of view,untarnished by onits of interest. Its Web site o�ers an extensive arhive of searhable materials,news reports, and other douments. AHRP is a nonpro�t, tax-exempt eduational organizationunder Setion 501C-3 of the Internal Revenue Code.To sign up to reeive infomails, join or make a donation to AHRP, or searh the AHRP databases,visit:12Internet: \http://www.ispp.org".13Internet: \http://www.ispp.org/". 182



www.ahrp.org14 orahrp.blogspot.om14.5 Lengthy BibliographyAuthor's Note about the BibliographyThis lengthy bibliography has aumulated over 25 years, starting with the initial 1983 editiontitled Psyhiatri Drugs: Hazards to the Brain. Instead of pruning out older itations from thetext and the bibliography, nearly all of them have been kept. Most of the older itations remainsienti�ally valid and in general have been on�rmed by subsequent researh. In addition, theyprovide a historial perspetive on the growth of knowledge about adverse drug e�ets on the brainand mind. Sine any of the older studies are more detailed and sometimes more frank in theirobservations, they also provide the liniian or researher with the opportunity to delve more deeplyinto the subjet matter.

14Internet: \http://www.ahrp.org". 183
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