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Social Role Valorization Versus Drug Therapies
Raymond Lemay

A

few years ago, a local pharmacist,
knowing that I worked in a child
welfare organisation, contacted me to tell of a
notice he=d just received from Novartis (July 31,
2000) concerning Mellaril (thioridazine HCI).
Its first paragraph included the following:
“Mellaril... (and similar drugs) have been
associated with torsade de pointes-types
arrhythmias and sudden death.” Three rigorous
small scale studies found that Mellaril could
produce serious cardiac arrhythmias which
could kill. In the second paragraph, we are told
that Mellaril should only be used when all else
fails. “Mellaril is now indicated only for
schizophrenic patients who fail to show an
acceptable response to adequate courses of
treatment with other antipsychotic drugs...”
(underlined in original). We quickly surveyed
all the children we had contact with (over 750)
and found that four (4) children were on
Mellaril (none with a diagnosis of
schizophrenia) and asked the doctors to change
these prescriptions.
As I was researching this introductory
article, among the many sites concerning the
above Novartis notice listed on an internet
search engine, I found a question posted by a
distraught parent of a three year old girl, whom
she described as very bright and articulate.
According to the mother, her daughter Ahas
horrific tantrums when she is not >in control= of
a situation” (Child Behavioral Health Forum,
2000). The mother recounts how her
pediatrician recommended using Mellaril to
“ m o d i f y” her d au ghter=s diagnose d
“Oppositional Defiant Disorder - ODD.” A
physician then responds to her question about
the use of Mellaril in such situations and begins
by stating “The recommendation to employ

Mellaril is not by any means unreasonable.”
Happily, he goes on to suggest alternatives, but
the “reasonableness” of Mellaril, given the
above Novartis notice, in any situation seems
somewhat surprising.
This special issue of the SRV Journal brings
together a series of articles and a letter that first
appeared in Mental Retardation as well as Wolf
Wolfensberger=s lengthy and so far unpublished
critique of drug therapies, which are highly
relevant to anyone who serves devalued persons
and particularly to those who aspire to
implement SRV-inspired intervention
strategies.
Wolf Wolfensberger’s (2004) monograph
on drug therapies was written in response to a
simple challenge that was laid out by Andrew
Levitas, George McCandleless, Elaine
Elenewski, and Barbara Sobel (1994) who
wanted Wolfensberger to document his
assertion that many drug therapies were
dangerous and that they killed and maimed
countless of their purported beneficiaries.
Wolfensberger (1994) had written in an earlier
article that “The use of prescription
psychoactive drugs probably accounts for
100,000 premature deaths a year, considering
how many people are on such drugs, the doses,
and the duration. Of course, one will rarely see
the drugs listed as the cause of death. More
likely, one will see entries such as pneumonia
or heart failure, which themselves were caused
by the drugs." It is my opinion (and you will be
able to read for yourself) that Wolfensberger
responded to this challenge in spades and gave
them much more than what they had bargained
for. O=Brien=s (1994) synopsis points out that
this controversy is about two issues: On the one
hand, are Wolfensberger=s assertions true? And
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if so, what does the dispute about the credibility
of Wolfensberger=s evidence disclose about the
situation of socially devalued people (p. 377)?
This article will address the first question;
Wolfensberger had already addressed the
second in his "Signs of the times" article that
also appears in this issue. However, I will
attempt to discuss what it all means for Social
Role Valorization (SRV).
Pharmacotherapy is ubiquitous

W

olfensberger=s (2004) Reply to Levitas
et al. is not an "SRV" critique of drug
therapies, but it is nonetheless relevant to SRV
practioners and to others who compete against
the medical model. Pharmacotherapy is a
competitor to SRV inspired interventions, and
ensconced as it is in the medical model, it is a
high powered, high status and immensely rich
competitor. Today, people willingly seek out
medical practitioners in the hope that they will
find some miraculous magic bullet that will
cure all that ails them. Countless billions of
dollars are spent yearly, dispensing drugs to
hopeful patients and researching and marketing
new drugs for just discovered or even not yet
discovered maladies. New drugs are hailed in
the popular media as miraculous: One need but
remember the multimillion dollar hype around
Prozac; here was certainly nirvana in the
making (Breggin & Breggin, 1994). The ethos
of the age is well captured by the following
quote from the National Post (Eversen, 2001)
article on bed-wetting ABoys who fidget too
much get Ritalin. Kids with earaches or sniffles
get penicillin. Shy or nervous kids get Prozac.
And now, a drug for bedwetting" (p.A1).
Of course Mellaril is but one of the many
drugs available to doctors who come into
contact with people across the Western World.
There are literally thousands of different
medications in the medical pharmacopoeia to
choose from. For at least 25 years now, medical
treatment usually means the prescription, in

90% of cases, of a drug therapy of one kind or
another (Siler, 1978). In 1999, Canadians spent
$8.3 billion CDN (or about $5.5 billion US),
which converts to over 272 million
prescriptions for Canada=s population of close
to 30 millions (Picard, 2001). In the USA, retail
sales of prescription drugs have gone from 78.9
billion dollars in 1997 to 154.5 billions in 2001
(Moynihan, 2003a). Indeed, for 2001, money
spent for medication represents 12% of all
health care costs in Canada, up from 5.8% in
1980 (Romanow, 2002). Prescribed drugs are
used to treat all manner of behavioral,
educational and even social problems. Thus
drugs get hyped to cure impotence (Carney,
1999), bed wetting (Evenson, B. 2001),
baldness, shyness and much much more
(Branswell, 2002). Indeed, some prescription
drug enthusiasts and much media hype suggests
that some new modern drugs, such as Prozac
and Ritalin, should be taken by most people to
enhance their alertness and drive (Hall, 2003).
Dr. Peter Breggin (1994), in his bestselling
Talking Back to Prozac, discusses media and
particularly television coverage of the Prozac
phenomenon. "Another show raised the
question of unfairness. Because of their
increased alertness and drive, weren=t Prozac
users getting an unfair advantage in the business
world?" (p. 5).
Pharmaceutical companies spend millions
on advertising but have also developed other
forms of social influence to convince one and
all of the necessity of drug therapies. Moynihan
(2003a), writing in the British Journal of
Medicine, documents the increasing
entanglement of drug companies and medical
practioners. In a survey of a number of
countries, 80 to 95% of doctors have regular
contacts with drug representatives and are
educated to a very positive view of medications,
and their prescribing habits are less appropriate
as a result. Gosden and Beder (2001) document
an Aastroturf" strategy of advocacy by drug
companies. Astroturf is the creation of artificial
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grass root organisations to promote drugs and
the theories behind them, in effect, a strategy of
putting the words of drug companies in
someone else=s mouth, someone who, on the
face of it, has no interest in the matter. Thus,
survivor groups, family groups, and parent
groups of so called mentally ill individuals are
extensively funded and supported by drug
companies in order to garner their support and
to support the chemical agenda. These front
groups such as the National Alliance for the
Mentally Ill (NAMI), and the American Council
on Science and Health, effectively lobby
government as proxies for industry. Such
organisations receive extensive support from
drug companies which stand to profit
handsomely by linking their goals to what they
hope to have defined as a grass roots popular
movement. The authors point out that the flip
side of this is rather less innocuous: AThe policy
intention . . . is to weaken civil liberties
protections in mental health laws in order to
increase the number of people eligible for
involuntary treatment" (page 155).
The success of the medical model and of
drug therapies is well illustrated by the amount
of money spent on health care.
Recent
newspaper articles in Canada show that the
expenditure on medication increases 10% every
year when inflation rates are at the 1 or 2 per
cent level. Health care and medical services
take up 9% of the Canadian Gross Domestic
Product (GDP) and almost 15% of the US GDP.
In both countries we are constantly warned
about a crisis in health care funding with
waiting lines at emergency departments and the
lack of availability of ever costlier and more
complex high tech equipment and high cost
drugs. The Ontario government spends on
health services more than 15 times what it
spends on social services. Not surprisingly,
when all new available dollars go to health care
the result is that social services are effectively
scaled back.
Thus, public funding for
community residential services, supported

employment, citizen advocacy, have either been
reduced or frozen for the past ten to fifteen
years.
Making problems into diseases: The socalled organic basis of mental, behavioral
and social problems

T

he citizenry, patients and their families
have been socialised into accepting that
day-to-day problems are illnesses and that
chemicals will do the trick. Doctors are also
indoctrinated into believing that drugs are the
necessary and only hope, by first being
indoctrinated about the organic basis of so
called "mental illness." Leo and Joseph (2002)
in their review of the most widely used and
cited textbook on neurology show that the
chapter on schizophrenia written by a Nobel
Prize winner misrepresents the evidence for the
biological basis of schizophrenia: The
controversial nature of the findings, the less
than robust arguments in support of the thesis,
and the alternative (and more compelling)
hypotheses are not even presented. Doctors in
training reading this chapter (and many have)
come away with the idea that the theory is fact
and that there is only one course of treatment:
Drugs.
The Canadian Press recently introduced a
story with the following: ADrug companies are
>disease-mongering= in a bid to sell healthy
consumers pills for a range of problems such as
baldness and shyness, doctors say. ‘There is a
lot of money to be made from telling healthy
people they are sick,= say the authors of a series
of articles in tomorrow=s British Medical
Journal (BMJ). >What for many people is a mild
functional disorder—requiring little more than
reassurance about its benign natural course—is
currently being reframed as a serious disease
attracting a label and a drug, with all the
associated harms and costs=" (Branswell, 2002).
The article referred to in the BMJ was titled
ASelling sickness: The pharmaceutical industry
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and disease mongering" (Moynihan, R., Heath,
I., and Henry, D., 2002). They document how
the pharmaceutical industry has medicalised
human problems in order to expand markets and
increase profits. Some of the tactics include a)
claiming that certain conditions are frequent and
wide-spread (rather than exceptional), thus
readying people for, indeed getting people to
expect, certain diagnoses; b) turning ordinary
ailments into medical problems; c) interpreting
mild symptoms as serious; d) interpreting
personal problems as medical; e) turning risks
into diseases. What all of this amounts to is the
marketing of fear and of a new and
profitable/costly way of viewing the human
condition.
A respected research psychiatrist speaking
at a recent Ontario child welfare conference
affirmed that over 20% of Canadian youth had
"clinically important" mental disorders that
required professional treatment. In sombre tones
he told us that governments had to fund more
mental health services to reduce the suffering,
otherwise the financial and social burden of this
class of kids could have a major deleterious
impact upon Canadian society. Much of what
psychiatry has to offer these kids and their
families is chemical.
Drug companies have become very effective
and they have achieved remarkable returns on
their advertising (not to mention research)
investments. But like the drugs, these strategies
have had deleterious secondary effects that we
will explore presently. However, it is worth
mentioning that once people are socialized into
believing that any problem is an illness, they
will in turn see doctors more often and turn up
in hospitals more frequently, thus leading to the
health care funding crisis where more and more
of the Western World=s gross national product is
devoted to unproductive medicine. Prescription
drug costs end up being the tip of the iceberg.
Leifer (2001), Schwartz & Begley (2002),
Szasz (1988 and 1996), Whitaker (2002), and
Valenstein (1998) all compellingly argue that
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the case for the organic basis of schizophrenia,
the protypical psychiatric malady, has yet to be
made and more importantly that it probably
never will. Very simply, the brain is too
complex and too interactive with the
environment and with itself for finding
relationships between a specific problem and a
specific brain process. Schwartz & Begley
(2002) document the incredible complexity of
the brain and how its structure is constantly
changing with every new experience. They
report on the brain’s lifelong plasticity and
recent surprising findings of neurogenesis (the
production of new brain cells) throughout life.
Add to that 50 or more known neurotransmitters
(Valenstein, 1998) and it becomes obvious that
the wild claims of pill pushers and some brain
researchers should at the very least strain our
credulity.
As for the genetic basis of "mental diseases"
such as schizophrenia, Barry Commoner=s
(2002) review of the Human Genome project
reports that researchers, contrary to the
triumphant press reports, did not find what they
expected. Indeed, it would seem that we share
about 99% of our genes with the common
mouse. It had been proposed as central dogma
that DNA genes control the proteins that control
the different amino acids that give rise to our
different traits. This linear theory suggests that
"in each living thing there should be a
one-to-one correspondence between the total
number of genes and the total number of
proteins" (Commoner, 2002). However, because
there are too few genes this can no longer be the
case. Commoner also suggests that genes are
even more interactive and dynamic than had
been first believed. The results of the Human
Genome Project should at the very least temper
the enthusiasm of those in human services who
embrace the notion of the genetic or
physiological basis of human problems such as
schizophrenia, ADHD, depression, etc. Joe
Tsien, a leader in brain research is quoted as
saying: "Frankly speaking, we still know so
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little, we know no principles, no operating code
for memory. We know a lot of genes, but we
don’t have a coherent picture, and I think that is
the problem with the whole area of therapeutic
research and development" (Hall, 2003 p. 65).
There is a materiality to life, and biology,
physiology and genetics are part and parcel of
the human condition.
However, such a
statement is essentially meaningless.
The
human genome, interactive as it is with the
environment, is so complex that it is quite
unlikely that we will be able to identify the
specific locus of any individual problem or
given trait. Moreover, the individual is not the
static result of his genetic inheritance but rather
a dynamic continuously changing person whose
genetic endowment, brain structure and
chemistry are tempered and prodded by life
experiences and life conditions. Indeed, many
behavioral and mental problems such as
schizophrenia, hyperactivity and the like, are in
and of themselves complex and multifaceted
and quite untraceable to specific genes in the
genome or cells and "circuits" in the brain (or,
for that matter, specific past experiences or even
sequences of events), thus multiplying even
further the ultimate causal complexity. Thus,
the genetic origin of the organic basis of mental
and behavioral problems rests on very flimsy
evidence.
"Although it would be perfectly reasonable
to posit that genes determine the brain’s
connections, just as a wiring diagram
determines the connections on a silicon
computer chip, that is a mathematical
impossibility.
As the Human Genome
Project drew to a close in the early years of
the new millennium, it became clear that
humans have something like 35,000
different genes. About half of them seem to
be active in the brain, where they are
responsible for such tasks as synthesizing a
neurotransmitter or a receptor. The brain,
remember, has billions of nerve cells that
make, altogether, trillions of connections. If
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each gene carried an instruction for a
particular connection, we’d run out of
instructions long before our brain reached
the sophistication of, oh, a banana slug’s.
Call it the genetic shortfall: Too many
synapses, too few genes. Our DNA is
simply too paltry to spell out the wiring
diagram for the human brain" (Schwartz &
Begley, 2002, p. 112).
However, even when there is clear evidence
of brain damage, as with Alzheimer’s disease,
there is no necessary link with behavioral or
mental problems. David Snowdon (2002)
describes an ongoing study of aging in a
community of the Sisters of Notre-Dame. He
writes that brain pathologists have to wait till
after a person’s death to diagnose with any kind
of certainty that a person has the brain lesions
that are associated with dementia. Before a
person dies "there is no definitive test—no
blood workup or even brain scan—that can
provide absolute certainty in a living person..."
(p. 88) that he has or hasn’t Alzheimer’s.
Indeed, though there is a strong correlation
between the organic pathology associated with
Alzheimer’s on the one hand, and dementia and
bizarre behavior on the other, there is no
necessary link. "Sometimes Markesbery [a brain
pathologist involved in the study] finds little
evidence of Alzheimer’s in a sister who had the
classic symptoms of the disease. And
sometimes brains from other sisters who
appeared mentally intact when alive show
extensive evidence of Alzheimer’s" (p. 86).
The above also highlights the problematic
aura of certainty that seems to cloud the
diagnostic enterprise of modern mental health
and psychiatry. Gawande (2002) documents
how notoriously unreliable diagnosis can be for
clearly organic problems such as heart disease
and other physical problems, even using such
techniques as the electro-cardiograph (ECG) or
the newer computer enhanced imaging
techniques. Maddux’s (2002b) debunking of
the atheoretical Diagnostic Statistical Manual
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(DSM) should confirm that the reliability of a
psychiatric diagnosis and its link to any organic
cause is in an inverse relation to the
pontificating certainty of a given psychiatrist.
Pharmacotherapy is at best controversial

I

f the theories of genetic and organic
causes of mental and behavioral problems
rest on very flimsy evidence, one should not be
surprised that the chemicals that are used, in
keeping with such theories, are not really
effective. Shapiro and Shapiro (1997) in their
massive overview of the placebo argue that
despite a marked improvement in medical
research generally, the same cannot apply to
mental health or psychiatry. Indeed, the authors
document how mental health and psychiatry are
particularly faddish and that research
methodology in these fields lacks rigour (see
also Leifer, 2001; Shean, 2001; Valenstein,
1998; and Whitaker, 2002). It is not, of course,
that there is no research; quite the contrary.
However, the authors conclude that not much is
known about mental illness today after all this
research. They describe the drug therapies of
today as the current logical endpoint in the
evolution of ethically questionable and
theoretically dubious somatic methodologies
used over the past century which include insulin
coma, electroconvulsive treatment,
psychosurgery, and more recently the use of
stimulants, antipsychotic drugs, major
tranquilizers and antidepressants (see also
Breggin, 1997; and Whittaker, 2002).
Shapiro & Shapiro (1997) and Kirsch and
Sapirstein (1999) report on the many studies
that reveal how the effect range of
antidepressant drugs closely mimics the
effectiveness range of placebos. Moreover,
Shapiro and Shapiro (1997) question the value
of methodologies that compare inert placebos to
active drugs when in fact active placebos should
be used. Inert placebos tend to take the "blind"
out of double blind studies, suggesting that

placebo effects are usually underreported. The
Shapiros add that given current knowledge, "the
distinction between antianxiety, sedative, and
hypnotic effects is unclear and is largely
associated with the dosage" (p. 95). There is
very little to distinguish between many different
drug types. Thus the theories that underlie the
specific usages of such drugs are to say the least
unclear.
Alvaro (2002) points out that new theories
must be met with healthy skepticism, especially
when such theories are constructed upon
unverifiable knowledge claims. Occam=s razor
requires that one should always prefer the
explanation that is the most economical; or, in
other words, the simplest explanation until
disproven is the best. The very complexity and
interactivity of the brain and the human genome
mitigate against such theories being useful.
Alvaro goes on to point out that Occam=s razor
is not a metaphysical dictum but rather a
methodological tool that obliges one to not only
be aware of what one knows but also to be
aware of what one doesn’t know. Occam=s
razor requires that we can only modestly
propose in a theory the things that we know and
those that we can relatively easily ascertain,
rather than suggest causes and effects that are
beyond the scope of our comprehension and,
most importantly, experimentation. This
certainly applies to theories that purport to
(causally) link organic and genetic phenomena
to behaviors, thoughts or other life problems.
The prescription and use of drugs and other
somatic treatments requires that we believe such
theories (Valenstein, 1998). The general public
might be able to claim ignorance for their
beliefs, but for experts it requires a remarkable
degree of self-delusion (Whitaker, 2002). All of
this recalls Wolfensberger=s (1994) critique of
modern life. One of the signs of the times he
noted was the "The >Crazification= or
>Insaniceration= of the People of Modernism"
where he asserts that "More and more, I have
noted lately that even among educated people,
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arguing issues in terms of evidence has become
an irrelevant exercise. They simply assert as
truth what they want, or what they wished the
truth were, or what they have to mouth in order
to be accepted by those groups to which they
want to belong" (p. 25).
The medical model has so permeated our
modern culture that despite the outlandish
nature of the theoretical schemes that undergird
somatic treatments for problems of living, a
huge proportion of the population uses
psychoactive and other forms of medications in
circumstances where other means would be
undoubtedly more effective and valid. However,
this simple observation suggests that the
medical model and its appurtenances are highly
valued, even desired, and convey powerful
positive imagery.
Image enhancement and prescribed drugs

W

hen a child, youth or adult is
diagnosed with some form of
difficulty or problem, not surprisingly one of
the immediate responses of the medical
establishment, of social workers, of parents and
so many others is, "There must be a drug out
there that can help?" Drug therapies are so
pervasive that they constitute today a valued
and even the most widely used method of
intervention to deal with problems of living.
After all, with former US presidential hopeful,
Robert Dole, hyping Viagra in the popular press
(Carney, 1999), it is not surprising that on the
whole drug therapies have very few overt
imagery problems that affect massive public
support and utilisation.
From an SRV perspective, we need to spend
some time examining the imagery "problems"
of pharmacotherapy, where every problem
becomes sickness and disease. Certainly the
imagery concerning drug therapy is confusing:
Chemicals developed by high powered
pharmaceutical companies are enveloped by the
high gloss of science. Breggin & Breggin
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(1994) describe the complex theory that
undergirds Prozac where it selectively "blocks
or inhibits the reuptake process for serotonin...
(which leads to) increased firing of nearby
postsynaptic nerves... (that then leads) to the
improvement of mental disorders, including
depression" (p.23). The fact that this is
scientifically unlikely (Breggin & Breggin,
1994; Valenstein, 1998) does little to diminish
the patina of science and the confidence of the
public and professionals. Science is high
religion today, and faith and hope are foremost
in the methodology of medical and other human
services. Indeed, expectancy
effectsCplaceboCare always present (Shapiro
and Shapiro, 1997) and explain as much as 85%
of any given prescription drug effects (Kirsch
and Sapirstein, 1999; Shapiro and Shapiro,
1997). Imagery is powerful and feeds back into
the purported competency impact of drugs. The
potency of a drug lies mostly in the imagery that
surrounds it. This seems to suggest that such
imagery is positive, particularly since it is
ensconced in the image of an organic wound
that can be cured.
The new pervasiveness of the medical
model, its great public acceptance as the way of
"understanding" suffering and life problems
requires a more sophisticated analysis. Indeed,
it could be argued that the "sickness" model
does not so much devalue as make invisible the
more appropriate causes and thus targets of our
solicitude. Wolfensberger and Thomas (1983)
write that imagery conveys information to
others about social status, social roles, similarity
to others, competence, and other personal
characteristics (p.36-37). Though prescription
drugs are prescribed quite democratically, some
drugs seem to be given more often, and in more
combinations to some groups than to others.
Ritalin cuts across most social boundaries but it
is mostly used with so-called hyperactive
children and youth, who seem to mostly come
out of poor dysfunctional families (Breggin,
1998). The use of drugs with vulnerable classes
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makes the treatment seem normative. It creates
the illusion of "normalization" and disguises the
great differences in living circumstances and
experiences that are the more likely causes of
problems and personal difficulties.
The medical model has clear advantages
over the developmental model in terms of
imagery conveyance. Very simply, if the
problem is organic, genetic or medical, then the
person (and immediate social environment,
including parents) can be held blameless for the
problem. There is no doubt that the claim that
alcoholism is an illness and genetically based
has been a great solace to many individuals and
their families. As Vaillant (1995) points out,
alcoholism is a very complex phenomenon that
defies being reduced to an organic explanation.
The same can be said for so called hyperactive,
ADHD children (Ravenel, 2002). The organic
explanation of their misbehavior and lack of
internal controls means that the poor parenting
skills of their parents, and the poor classroom
management skills of many teachers, are never
called into question.
It would seem that Western culture has been
effectively socialised into accepting as fact that
organic, material causes are at the heart of most
if not all life problems. Not surprisingly,
disease-illness mongering is a multibillion
dollar industry that preys on our desire to be
relieved of blame, the responsibility of effort,
the exercise of will and self-discipline and
especially solidarity with others who are
wounded. But drugs are widely used and
universally accepted and this suggests that the
overt imagery is positive, which is why the
pharmaceutical industry spends millions of
dollars on advertising, and this imagery
manipulation adds to the very potency of drug
treatments. Indeed, studies show that, from
1981 to 2002, antidepressant placebos seemed
to increase in potency, as the general population
overcame its early skepticism and reluctance to
use medication for mental problems (Brean,
2003).
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Drugs and competency enhancement

M

any if not most drug therapies make
claims of competency enhancement.
Drugs are prescribed to reduce
debilitatingCcompetency inhibitingCbehaviors
or thought patterns. However, competency
diminishment (of which deathmaking is an
extreme case) is also an SRV issue, and the
simple fact is that most if not all drugs exact an
enormous competency cost from their purported
beneficiaries. Indeed, Wolfensberger makes it
very clear, quoting from drug compendiums and
the establishment literature, that countless drugs
are indeed toxic and very dangerous; not only
do they diminish faculties and competence but
they accelerate death and even in many
situations produce death.
Wolfensberger=s
critique is far reaching and almost
overwhelming. But his critique is not singular.
The psychologist, researcher, and well known
author Martin Seligman (1993), a former
president of the American Psychological
Association with recognized establishment bona
fides, devotes a whole chapter to a relatively
devastating critique of drug therapies.
Seligman also provides evidence about
competency diminishment and deathmaking,
arguing that, on the whole, drug therapies for
social and psychological problems only mask
symptoms and do not provide anything that
might look like a cure. Seligman=s point is that
cognitive or pedagogical modalities, though
more demanding, are often more effective and
long-lasting.
Indeed, as Wolfensberger and Seligman and
so many others have pointed out, many drug
therapies came about accidentally. By and
large, much of the medication that is today
prescribed for problems of living, psychiatric
illnesses and the like were first developed for
other purposes.
Seligman points out that
antipsychotics were initially developed to
combat asthma. Valenstein (1998) writes that
chlorpromazine first came about through the
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work of chemists with the Geigy Corporation
who were working on the development of
synthetic dyes. Indeed, chlorpromazine is a
derivative of coal-tar and was first developed as
a synthetic dye. (It would seem that many
pharmaceutical companies originated as
chemical companies interested in developing
synthetic dyes, but found more profitable
endeavours for their toxic products.) "In the
course of doing research on phenothiazines and
synthetic dyes, it was discovered that some of
these compounds also had biological properties
potentially useful in medicine" (p. 21).
Chlorpromazine which is a phenothiazine was
first found to be an antihistamine.
Antihistamines decrease muscle tone, reduce
nausea, increase sedation and in some instances
induce mild euphoria. Initially, these were
viewed as problematic side effects. However, a
number of European scientists saw that such a
chemical had potential uses first as an
anaesthesia and then, later, as an antipsychotic
as it seemed that this drug reduced the salience
of hallucinations and delusional thoughts in
schizophrenics.
Chlorpromazine was
eventually marketed as Largactil (a drug of
many actions), Mellaril and Thorazine. The
impact of these drugs was considerable.
Though not universal on all patients, some
researchers described its impact as a veritable
medicinal lobotomy as it induced hibernation
and so on. Early research studies reported that
"some patients appeared heavily drugged and
seemed indifferent to what was going on around
them" (p. 28).
In many respects, the purported benefits of
many of these drugs are nothing but secondary
effects. Seligman posits an interesting theory
about how drugs work, which shows the extent
to which he, at least, views them as dangerous
competitors to other intervention modalities.
"You might entertain the naïve image that
the drug swoops down on the invading
foreign disease and kills it, like a falcon
attacking a rabbit. I have a different image
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of how a lot of drugs work, and while
controversial, it may help you understand
the seamy side. In my image, drugs are
themselves foreign invaders, just like
diseases. Your body regards the drug as a
toxin, and your natural defenses are
mobilized to fight it off. A side effect is that
these mobilized defenses happen to kill off
the disease. The true side effect of a drug is
to arrest the disease. The main effect of the
drug is to produce the unwanted lesser
illnesses, euphemistically dubbed side
effects" (p.37).
Indeed, the first and foremost effect of most
drugs is competency diminishment and death
acceleration.
And make no mistake, these drugs do harm.
Whitaker (2002) relentlessly documents how
drug therapies are the natural continuation of
previous somatic therapies such as insulin
shock, electro-shock and lobotomies, and that
these were built upon other less subtle tortures
including the tranquilizer chair, the iced water
bath and many others.
"In 1953, when Smith, Kline & French
chose Winkelman to be its lead investigator
on its initial tests of chlorpromazine,
surgical lobotomy was still seen as a good
thing.
It was the therapy that
chlorpromazine had to measure up to, and
when Winkelman reported his initial results,
in the Journal of the American Medical
Association on May 1, 1954, he praised the
drugs for being similar in kind. The drug
produced an effect similar to frontal
lobotomy, he said approvingly. It made
patients immobile, waxlike, and emotionally
indifferent" (p. 154).
Moreover, over time, patients using these drugs
develop very disturbing side effects, some of
them totally irreversible. Patients often showed
signs of Parkinson's, akathesia, tardive
dyskinesia, and a whole host of other physical
difficulties, some of them life threatening.
Whitaker (2002) argues persuasively
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(Valenstein [1998] echoes this argument) that
what we today hold as the stereotypic behavior
and demeanor of chronic schizophrenia patients
is most likely related to the long term effects of
very toxic chemicals rather than anything
related to their "disease."
The role of medicine
developmental model

T

taker

and

the

he role of medicine taker seems to
stretch beyond the sick role. It might
even be argued that we are coming to view the
medicine taker role as one that engages the
person in preventing being cast into the sick
role. Drug companies are at work shaping the
image of drug taking so that it becomes viewed
as performance and competency enhancement,
and illness (or at the very least symptom)
prevention. We invest increasing significance,
money and time in the regular rituals of taking
all kinds of chemicals including vitamins,
minerals, so-called organic preparations with
the hope of improving health, performance and
life span. All kinds of preparations, some of
which were once simply food and beverage (i.e.,
herbal teas, red wine) are now being taken for
"medicinal" reasons. However, just as the client
role is different for devalued, in contrast to
valued, persons (Wolfensberger & Thomas,
1994), the role of medicine taker is transacted in
fundamentally different ways and for different
reasons. One of the most important differences
resides in the control that the person exercises
in taking drugs. Valued persons take up the role
of medicine taker with the (often misguided)
belief of health, performance and life enhancing
benefits. Devalued persons are often coerced
into medicine taking and it is viewed as a
condition of their continued citizenship. For the
devalued medicine taker, taking a drug, or
following a drug regimen, is often the condition
for being admitted into a classroom, or for
leaving a psychiatric hospital. The chemicals
ingested by valued persons may also do

damage, but insulin for instance, extends the
life of the diabetic, whereas many psychoactive
drugs reduce life expectancy and competence.
Valued persons who have been misled by their
doctors and advertising often direct their
reactions to the courts. Ray Moynihan (2003b)
documents how recent research is showing that
hormone replacement therapy (HRT), which has
been dogmatically used with (post) menopausal
women for over thirty years does not
statistically improve quality of life, but does
increase the risks for cancer, heart disease and
dementia, among other things. Not surprisingly,
one drug manufacturer that has made as much
as 3 billion dollars (US) a year had over (in May
2003) 16 class action suits filed against it in the
USA alone. We have yet to witness similar
empowered actions on behalf of people on long
term psychoactive medications.
From an SRV perspective, when one wants
to make the case for powerful, albeit effortful,
pedagogical SRV-coherent interventions, one
must realize that alternative and facile drug
therapies will always be recommended as an
alternative. The modern mind, as it is, with its
preference for cutting to the chase and getting
quickly to a solutionCits here-and-now-ism as
suggested by Wolfensberger (1994)Cseems to
always prefer the quick and in this case the
nasty solution of drug therapies. "When
materialism combin es with a very
individualistic pursuit of what is sensually
gratifying, then we get >here-and-now-ism=: A
concern not just with myself and my material
and sensual wants, but with me and my wants
this very minute, in disregard of othersCand
even of myself in the future" (p. 20). Before
advocating for alternative SRV sympathetic
intervention strategies, we need to take heed of
Wolfensberger=s critique of this well entrenched
competitor, and the culture that seems to yearn
for its seductive powers.
The developmental model has long been at
odds with the medical model. Philip Roos in
his 1971 article, who, by the way, attributes the
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developmental model to Wolf Wolfensberger,
attempted to dem onstrate how the
d e v e l o p m en t al m odel was i n f a c t
complementary to the medical model.
However, more recently, Smith (2002) argues
that there is a fundamental incompatibility
between socio-pedagogical interventions and
the medical model. Indeed, service schemes
such as SRV and other socio-pedagogical
approaches within the realm of the
developmental model are in a great competition
with the medical model for dominance in the
service structure, for the availability of scarce
resources, particularly funding, and even for the
hearts and minds of the general population.
Surprisingly, for truly organic and medical
problems, the developmental model is of great
importance. Albert Bandura=s (1995; Maddux,
2002) self-efficacy, which is clearly in the
developmental model, has had a great deal of
impact on medical health services. Heart
disease is organic and yet the best treatment is
developmental in nature. Heart patients are
supported and trained in making important life
style changes–cigarette cessation, regular
exercise, different eating habits, and
relaxation–which are nothing more than the
acquisition of new life competencies. Thus, it
is even more surprising that problem areas that
are not clearly organic or medical have become
totally captured by the medical mind-set. Heart
patients or the victims of strokes or automobile
accidents and the like go through extensive
regimens of training, rehabilitation, and
competency acquisition.
Yet, for literally
thousands of so-called hyperactive children, the
treatment of choice is a pill, and teachers,
parents, social workers, and the children
themselves are thus exempted from making the
effort that promotes skill acquisition and the
learning of self-control.
Moreover, pedagogy, practice and effort are
known to produce organic changes, even in the
brain. Schwartz and Begley (2002) document
how pedagogical and developmental model
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approaches have been shown to enhance
neuroplasticity and even neurogenesis.
"Neuroplasticity refers to the ability of neurons
to forge new connections [new synaptic
connections between neurons], to blaze new
paths through the cortex, even to assume new
roles. In shorthand, neuroplasticity means
rewiring of the brain" (p. 15).
It would seem that the brain rewires itself
continuously based on our experiences. The
evidence of neuroplasticity counters the
prevailing notion that the brain is fixed and
immutable at puberty and that from puberty on
the brain degenerates, leading us eventually into
senility and death. In fact, neuroplasticity
occurs throughout life; it occurs quite naturally
because of experience, because of exposure to
new stimulation, to new environments, and
leads us to produce all sorts of new behaviors.
Moreover, research shows that the brain is selfhealing in a number of ways. First of all, there
is considerable neurogenesis throughout life.
Neurogenesis is the creation of new neurons
(brain cells). It had long been thought that the
brain produced no new cells after birth (or at
least after puberty). But now researchers agree
that there are three major phases of
neurogenesis: One of course is in the womb, the
second during puberty, and the third major
moment of neurogenesis is at the onset of
adulthood. However, Schwartz and Begley
report that researchers have found evidence for
neurogenesis throughout life (see also Gage,
2003). A recent special issue of Scientific
American (September 2003) is devoted to the
veritable revolution in brain science which
includes numerous reminders that it is still a
research area in its infancy.
There is also considerable evidence now
that the brain, through rewiring and
reutilization, can overcome considerable brain
damage. For instance, damage to a portion of
the right side of the brain will lead the left-brain
to take over some of those same functions.
Parts of the brain that are left unused because of
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a loss of function, for instance because of
blindness or deafness, will lead the brain to
repopulate those brain areas with other
functions.
For instance, it is now well
established that the reading of Braille with the
index finger is processed in the visual cortex
that, of course, has been abandoned because of
loss of eyesight.
The neuroplasticity of the brain is very good
news and is quite in keeping with the
developmental viewpoint of human functioning
and human progression. However, the most
intriguing part of the Schwartz & Begley book
is how willfulness, mindfulness, volition, and
attention can be used quite effectively to rewire
the brain.
Much of what we do, of course,
is habitual and almost autonomous. However,
when we pay attention to things or when we
direct our attention to certain activities or to
certain features of a picture or of an
environment, brain functioning is incredibly
enhanced. Tying one’s shoelaces, of course, is
mostly automatic, and when we do it a small
portion of the brain is firing away allowing us to
do it. However, if we pay attention to the task,
the amount of brain circuitry that is devoted to
the task increases dramatically. Indeed, simply
imagining doing the activity (the mental activity
only) fires up the same parts of the brain,
suggesting that imagining things (imaging them
in our minds) is a very effective way of
practicing. Indeed, with stroke patients, it is
now used as an important part of therapy with
patients being invited to concentrate and
imagine using limbs that are now paralyzed.
Thus, stroke victims are trained to develop
mindful effort in an attempt to start reusing
limbs that had previously been thought to be
paralyzed.
It then would seem that through sustained
conscious effort, one is able to relearn to use
limbs that have been lost to paralysis, and not so
surprisingly to change one’s thought patterns as
with an Obsessive Compulsive Disorder or
depression. Researchers are only now
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discovering how far these findings will go in
allowing individuals to reclaim lost functions.
It’s important to note that neuroplasticity is
very consistent with the developmental concept
of resilience (Cicchetti, 2003; see also Lemay &
Ghazal, 2001). In fact, they go hand in hand.
Resilience starts with the notion that negative
childhood experiences are not necessarily
devastating throughout life, that positive
development can follow adversity. What we
now know about brain functioning and,
particularly, neuroplasticity supports this. This
notion of mindfulness and attention is also in
keeping with the personal characteristics that
many resilient people have, that they are able to
turn their minds to the future and not dwell on
the past. It’s never too late to learn; it’s never
too late to go on to other things. All of this is
very consistent also with the previously
mentioned findings of the "Nuns' study"
(Snowdon, 2001) where individuals with
significant brain damage due to Alzheimer’s
were nonetheless able to lead lives with no sign
of dementia: It would seem that because of their
engaged intellectual activity, they are able to
use other unaffected parts of the brain to get on
with their cognitive lives.
The description of how stroke patients
overcome paralysis and Obsessive Compulsive
Disorder patients overcome obsessive thoughts
tells us very clearly that none of this means that
there is an easy fix for these problems; quite the
opposite indeed.
It would seem that
mindfulness requires a lot of effort, a lot of
repetition and, eventually, a mastery over one’s
self. This is remarkably good news that should
bolster the effectiveness claims of SRV and
other developmental model approaches.
The evidence suggests that somatic
treatments are ineffective and that theories that
purport to link behavioural and mental
problems to organic causes are very simple
minded. More importantly, the evidence also
suggests that developmental/pedagogical
approaches are very effective in treating truly
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organic diseases, including damage to the brain.
But drug companies and psychiatry have been
singing a seductive siren’s song that, despite
very poor science, seems to have convinced a
large portion of society that there are simple and
facile solutions to the problems of daily life.
Modern psychiatry and drug companies tell us
that we are the victims of our genetic
endowment or of faulty wiring and chemicals in
the brain. This fits in with our culture of
victimology that, as Seligman (1993) points out,
has led to a massive reduction in the ethic of
personal responsibility where individuals do not
feel compelled to make changes in their
life-style and so on.
The developmental model starts with the
premise that each individual has important
reserves of potential that can be, with effort and
intention, marshalled in the cause of
overcoming problems and of positive
development and self-improvement. SRV’s
position is certainly a more dignified and
uplifting perspective on the human being but
unfortunately not as compelling as a magic
bullet cure for all that ails you.
Conclusion

I

n preparing for this issue, I asked a
respected research psychologist, who has
done much work in pharmacology at a local
university, to review Wolfensberger’s critique
of drugs. A few days later he e-mailed me his
verdict. He suggested that the bibliography was
outdated and relied too heavily on popular
media reports. He then suggested that, of
course, it would be best not to use drug
treatments, but that there were simply no
alternatives available. But there are. SRV is a
very powerful alternative, even when
inconsistently applied, as the history of the last
forty years in mental retardation testifies.
Wolfensberger recently pointed out (2002,
p. 12), that an important event in mental
retardation over the past 30 years was the

departure of the medical model and thus of
doctors, psychiatrists and nurses from the lives
of many if not most mentally retarded persons.
However, the recent flurry of interests and
research in the so-called dual diagnosis (mental
retardation combined with mental illness) has
led to new confusions and of course to the reinvolvement of psychiatry and the
accompanying mental health-medical model.
Whereas over the past 30 years, the main
service modality has been one of improved life
experiences and conditions with more or less
training, formation, support and
accompaniment, we are now today confronted
with the re-medicalization of mental
retardation. Given the state of our medicalized
culture, this should come as no surprise.
Wolfensberger’s monograph, that follows
herein (pp. 42-66), will serve as a good tonic for
those who promote SRV-inspired interventions,
and help fight off the medicine taker role in
favour of the available plethora of
developmentally powerful and culturally valued
roles that lead to a chemically free good life.
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Reply To Levitas, McCandleless, Elenewski and Sobel
Wolf Wolfensberger

Abstract
In an article in the February 1994 issue of Mental Retardation, Wolfensberger briefly remarked
on the neurotoxic, and health-and life-destroying, effects of prescription psychoactive drugs. In the
October 1994 issue, Levitas et al. strongly questioned that assertion, at least as long as the drugs are
not used “indiscriminately,” and questioned the publication of such controversial statements without
documentation. In this article, Wolfensberger provides extensive elaboration, analysis, and
documentation of his original assertion.

Introduction

L

evitas, McCandleless, Elenewski and
Sobel (1994) seem to have missed one
overarching point. The article they critiqued
(Wolfensberger, 1994) was in the nature of an
opinion piece, albeit a major statement of a
broad and high-level view by a person of some
standing who has been in human services since
1955, and in the field of mental retardation
since 1957. As that article made clear, it was the
written and edited version of a plenary
presentation at the 1992 New Orleans
Convention of the American Association on
Mental Retardation. Thus, it was also quite
clear what the article was not: A detailed review
of the literature on any of the sweeping or even
outraging statements I made, including the ones
on the drug issue that exercised Levitas et al. If
all of the many assertions in that article had to

be buttressed by a detailed review of the
literature, a big book—or even series of
books—would have been necessary.
Furthermore, a critique such as that by Levitas
et al. would delegitimize the publication of any
high-level, summary, personal but informed
interpretation of a field and a time. Other
readers seem to have understood this, or else
there might have been a flood of complaints
about my many other “unsupported” statements.
As we shall see, the response by Levitas et
al. relates intimately to my remarks on the
nature of modernism, the bankruptcy of the
formal human service system, and the perilous
situation of retarded people.
Let it also be clearly noted that there are two
distinct issues at stake. One is whether there is
large-scale, seriously health-detrimental
prescription mind drugging taking place. We
can call this an issue of truth. The second issue
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is the lack of evidentiary documentation in my
February 1994 article, and possibly the extent
and nature of such documentation that would be
credible.
In order to answer Levitas et al.’s question
of what drugs I am speaking about, I will use
the term “psychiatric drugs” to refer to any
drugs that are medically prescribed with the
stated intent of altering feeling state, mental
functioning or conduct for the better. Among
prescribed drugs nowadays, this would subsume
those to help people sleep, mood-control drugs,
so-called tranquilizers, sedatives, so-called
antidepressants or antipsychotics, drugs given
against manias, anticonvulsants, alleged
learning or intelligence enhancers, alleged
enhancers of mentality of senile people, mental
energizers or activators, stimulants, drugs given
to control activity level or self-control, plus any
drugs given in order to combat the adverse
effects (often falsely labelled “side effects”) of
any of the above. On the borderline of
psychiatric drugs (but not a significant focus of
this article) are drugs prescribed to wean people
from addiction or to suppress appetite, and any
drugs in the above categories that are available
over-the-counter but nonetheless prescribed for
any of the above purposes.
Issues of epistemology

I

n regard to the issue of the toxicity of
psychiatric drugs, and their role in
deathmaking of service clients, a much higher
level issue than what are the “research findings”
is the larger question of what constitutes
relevant evidence, because on the drug
issue—as with a number of other issues related
to human service these days—questions of
epistemology play a decisive role, as I brought
out in an earlier article in this journal
(Wolfensberger, 1989). That this issue of what
constitutes relevant evidence plays a large role
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in the Levitas et al. critique will be further
brought out later.
When one raises a voice in regard to any
currently controversial issue, or confronts
people with unpleasant truths, one will
commonly be asked—or even confrontationally
challenged—what the “evidence” or “proof” is,
and to produce it if it exists. In my own
experience, I have even been challenged to
present evidence of contemporary deathmaking
of devalued people by someone whose very
livelihood was derived by working in a service
addressing abuse of the elderly. This revealed
that even someone whose job would not exist
were it not for the fact that elderly people are
being subjected in large numbers to
deathmaking can still fail to perceive the
realities daily in front of them as constituting
relevant evidence.
Such challenges raise the question of what
the sources of knowledge are. In order to
address this question, we need to reflect on
truth, and how it is perceived and attained in
general. Unfortunately, this is a massive topic,
so here I will present only a few salient points.
1. Epistemology is the branch of philosophy
that deals with how humans come to know
anything (assuming they can know anything
at all) and what knowledge is. The
epistemology of science deals specifically
with how scientific knowledge is acquired,
which is a subset of knowledge more
generally. After thousands of years of
controversy, there is now a near-consensus
among epistemologists that everything we
consider knowledge involves neural
processes which themselves involve the
conversion of sensory inputs into chemical
and electrical signals passed along from
neuron to neuron. This means that we
cannot know with certainty that whatever
goes on in our nervous system has any
correspondence to objective reality outside
of us—one just acts as if it did, and
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presumably, everybody else acts the same
way. It is in this sense that all “knowledge,”
even of the scientific variety, can be said to
reduce ultimately to assumptions, belief,
faith, and therefore, “religion.”
2. Epistemologists and philosophers of science
have also established that nothing can ever
be considered definitively proven in science,
but that it may be possible (opinions
disagree a bit here) to at least falsify false
propositions by scientific methods. This is
done by testing the co-called “null
hypothesis,” which can be simply stated as
“two sets of data do not differ.” One of
several null hypotheses that might be
relevant to the drug issue before us would
be something like, “prescription psychiatric
drugging is not harmful to the people taking
the drugs,” and then one would have to see
if evidence can be marshalled to disprove
this statement.
3. It is also well-known that whenever
people’s strongly-held or important beliefs
are challenged, their definitions of what
even constitutes relevant evidence are apt to
become so flexible as to accommodate or
refute any amount of any kind of evidence.
This is particularly true where grave moral
issues are at stake. In other words, even
beliefs that are in the empirical realm—such
as it is—begin to be treated as if they were
religious tenets. Because knowledge is
merely one special way of labelling what is
ultimately a matter of faith, all evidence can
be discredited if one has a mind to do so.
4. Truth and evidence are not to be equated
with each other. Many truths can be
apprehended (assuming any of them can be)
through a process of intelligent observation
that does not meet the criteria of what many
people—especially in the social and
psychological fields—understand or mean
by the terms “research” and “research data.”
Conventional research, data, or “evidence”

can help to get at the truth—but they can
also obscure truth, which has often been the
case where highly ideological issues
pertaining to human nature and human
services have been at stake. Consider only
the “research studies” done by the social
Darwinists and eugenicists. Thus,
mountains of “evidence” on an issue may all
support the opposite of the truth, and if one
accepts such an available data base, one
may actually become alienated from the
truth. On the other hand, there are occasions
when one can arrive at truth that is contrary
to an available data base. All this means that
it is possible for at least some people to
know the truth on some issues without
anything that would be considered
admissible evidence in scientific research or
in court.
5. Relatedly, in some fields—and especially
the psycho-social ones—very distorted
views prevail about the nature of “research.”
The “research” considered admissible by
many people is actually only a modest
component of a much broader empirical
approach to truth. A good example of the
latter is astronomy, where
rigorous
empirical processes are used, but little is
done that is analogous to what vast sectors
of the psycho-social sciences consider
“research.”
6. A big problem is that to most people,
evidence means “hard data” and publicly
available statistics (which is what they call
“facts”). On many issues, such evidence of
any consequence will be intrinsically hard to
come by, especially if the issues have major
moral dimensions and are actuel at the
moment. The greater the moral issues at
stake, and the greater the evils being
committed, the harder it will be to get
so-called “hard evidence” about what is
going on. How far this can go may surprise
some people. For instance, even though
abortion is the most massive form of
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deathmaking in both the US and Canada
that is both direct and legal, both the
American and the Canadian governments
ceased collecting abortion statistics years
ago. In fact, abortion is the only medical
procedure on which no government
statistics are collected. There are more
statistics on treatment of hangnails—but
please do not ask me to prove it! Similarly,
some German institutions for the
handicapped destroyed incriminating
evidence about the “euthanasia” program
practiced there under the Nazi regime, and
to this day, there is debate as to whether as
few as 70,000 or as many as 300,000 or
more impaired people were killed. Entire
populations can disappear without there
being any hard evidence that they were
exterminated, that there was a genocide, or
that the peoples themselves ever even
existed! The experience of the Armenians
and the Gypsies comes close to this.
7. In addition, much has also been
taught—even for millennia—about there
being a moral dimension to human access to
truth, especially in that certain negative
moral states can become profound obstacles
to one’s apprehension of truth.
8. All of this should make clear that we must
thus rid ourselves of any illusions that the
transaction of grave evils can be verified by
what most people would call “hard
evidence”—especially not while the evil is
still taking place, and sometimes not even
afterwards.
9. Therefore, instead of talking and thinking
about “getting the ‘evidence’ or “‘facts’,”
one must think and speak in terms of
ascertaining, apprehending, or discerning
the truth. In order to do this, one must be
open not only to “research evidence,” but to
experience and empiricism broadly. Many
people also believe that there are intuitive or
even spiritual avenues of insights into truth
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as well. At any rate, people who are able
and willing to open their eyes to what is
going on around them will perceive much
truth even in the absence of “research
evidence,” or even where the “research
evidence” is faulty. However, persons with
a deep passion in their hearts for truth and
justice (not merely for evidence), and who
are willing to accept whatever truth is, are
always few. The majority of people fail to
be seekers of important truth because that
always puts one at odds with powerful
parties—usually the majority—and their
social structures, and results in serious
negative consequences to oneself.
A logical corollary is that while grave
evils are in progress, they will have to be
identified by truth-seeking processes other
than, or in addition to, the “scientific
method.” Thus, those who seek to know the
truth need to abandon naive concepts of
epistemology and of how to gain knowledge
of the facts.
10. Moral action is often necessary even in the
absence of “data” or “research,” or in the
presence of “data” and “research” that
contradict the truth on which action is
needed. To demand that moral action be
postponed until there is conclusive or even
“scientific” proof can be outright diabolical.
No proof of that rigor (or of any
conventional type) that the Holocaust was
taking place in Europe was available to
most people until after World War II, yet
there existed people who were prepared to
know the truth and act on it. Similarly, there
was no “proof” in the public domain during
the American Indochina War that certain
massive and indiscriminate bombings were
taking place. Indeed, those who acted on
that knowledge by decrying such bombings
were confronted by government denials
(i.e., by what many people considered to be
very powerful “disproof”). Moral action
may be needed the most precisely on those

46

Wolfensberger - Reply to Levitas et al.

occasions where others are in the greatest
confusion, and when truth is severely
contested, denied, concealed, disguised, etc.
Isssues of truth about psychiatric drugs

I

will now address
specifically.

psychiatric

Body systems and mental
vulnerable to psychiatric drugs

drugs

functions

First, I want to expand on my statement
(Wolfensberger, 1994) that psychiatric drugs are
“destructive to every single bodily and mental
system: neural, muscular, and circulatory
s y s t e m s ;
b o n e s ;
t e e t h ;
ingestive/digest iv e/e x cretory systems;
metabolism; eyes; skin; and immune,
respiratory, and reproductive systems.” I could
have added, if space had permitted, that
physical symptoms can include (but are not
limited to) dry mouth, swollen lips, gums, and
tongue; reduced control over throat muscles;
stiff, painful muscles; tremors, twitches and
other involuntary movements; pathologically
high or low activity level; rigidity; frozen
facies; skin rashes; skin sensitivity to light;
fever; sweating; shivering; blurred vision;
lenticular deposits; blood clots; bone marrow
poisoning; bone fracture; fluid build-up;
dehydration; urinary incontinence; dramatic
weight gain; constipation; intestinal paralysis;
decline in potency on the one hand, and
priapism on the other; reduced resistance to
infection; pulse irregularity; breathing
irregularity; and teratogenesis. Mental and
psychomotor symptoms can include, among
others, reductions in alertness, wakefulness
(even loss of consciousness), concentration,
orientation, drive, libido, appetite, coordination,
balance, and intelligence; and increases in

anxiety, irritability, aggressiveness, insomnia,
fatigue, tiredness, sleep, nightmares, confusion,
dizziness, craving for sweets, drooling and
appetite. Between them, psychiatric drugs affect
all bodily systems, and have produced almost
all imaginable aberrations of sensation,
mentation, and psychomotor functioning. Many
symptoms are classical signs of central nervous
system dysfunction or damage, such as
extrapyramidal effects. Many such drugs are
also dependency-forming, and cannot be
abruptly withdrawn without great trauma. What
other drugs are there that produce as wide and
as unpredictable a range of symptoms?
Despite all that I said about epistemology
that affects the issue, there actually—believe it
or not—still (or also) does exist plenty of hard
evidence that psychiatric drugs have had a long
history of devastating destructiveness on
people’s minds and bodies, such as in the above
litany.
One such piece of evidence is that at least as
early as 1958, Wardell, Rubin, and Ross (1958)
warned that even at low dosage, tranquilizers
could have “potentially fatal” effects.
Another basic piece of evidence long
available is the very listing of adverse effects
t hat —des pi t e all the accompanying
deceptiveness—the drug manufacturers
themselves publish periodically. Anyone can
look up this evidence (e.g., in the Physicians’
Desk Reference issued annually by the Medical
Economics Company), or its equivalent in other
countries. However, this evidence must be
considered only a minimal beginning, since
things are always much worse than the
manufacturers admit, as has become apparent
through the decades since the 1950s. For
instance, consider the drug chlorpromazine that
is represented by the name Thorazine. It has
been a mainstay of psychiatrists and others
since the 1950s, especially in cases of
psychosis. Yet as early as 1973, a
manufacturer’s ad (e.g., in the April 1973
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American Journal of Psychiatry) listed 56 lines
of adverse effects versus only 10 lines of
promised benefits. Yet the adverse effects occur
with much greater likelihood than the benefits.
Since 1952, the ratio of promised benefits to
adverse effects has become ever smaller. For
instance, in a manufacturer’s flyer on the
“antipsychotic” drug Piportil, included inside a
June 1994 journal, there were 2 lines on
“indications” for prescribing the drug, 21 lines
on “contraindications,” 13 of “warnings,” 83 on
“precautions,” and 115 on “adverse reactions,”
about half of the latter on the nervous system!
The manufacturer’s companion sheet for
Modecate, a drug for “the management of the
manifestations of schizophrenia,” displayed a
similar pattern.
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such first-hand heartbreaking stories includes
Donaldson (1976), Gordon (1979), Gotkin and
Gotkin (1992), and Millett (1990). A small
sample of second-hand such stories (e.g., as told
via interviews) includes Neary (1975), Sheehan
(1982), Susko (1991, based on 35 interviews)
and Weitz and Burstow (1988). Are these and
many other such accounts all to be written off as
the ravings of lunatics who failed to understand
what was good for them and displaced their
anger or craziness on their benefactors, or as
constituting only a tiny minority of people who
happened to be subjected to poorly competent
treatment?

Much more truthful—and even more
devastating—evidence on prescription mind
drugs than even that acknowledged in the
pro-drug professional literature is found in
publications and guidelines published by public
advocacy and/or consumer groups. Examples
are Edelson (1987), Griffith (1992), Long
(1991), Medawar (1992), Stern (1991), and US
Pharmacopeial Convention (1991), and those
published by the Public Citizen Health Research
Group (e.g., Wolfe, Fugate, Hulstrand, &
Kamimoto, 1988; Wolfe & Hope, 1993). This
group also publishes a periodical, Health Letter,
that occasionally carries exposé-type (but
informed, evidence-based and non-sensational)
articles on these drugs.

Yet further devastating evidence not only on
the destructive effects of prescription mind
drugs, but also the evil economics that motivate
them, the evil politics that accompany them,
and the deception that attends them, is found in
certain major works that are almost of the genre
of well-informed investigative journalism.
Examples are Hughes and Brewin (1979),
Schrag (1978), and Silverman (1976). Also
along these lines, while mainline medicine and
shrinkery does not admit how badly psychiatric
drugs debilitate people, we learn from the
generic press that the secret police in the former
East Germany forced such drugs on some of its
prisoners with the express purpose of
“disintegrating” their personalities (Jackson,
1992). What does shrinkery in service to
dictatorship know that shrinkery elsewhere
refuses to know?

Another major source of evidence is
publications by victims of psychiatric drugs and
psychiatry. One of the most informative such
sources has been Dr. Caligari’s Psychiatric
Drugs by the Network Against Psychiatric
Assault (1984; unfortunately now out of print).
And what is one to make of the endless stream
of horror stories told by past and present clients
of psychiatry, most of which since the 1950s
have included horror elements about
drugging—often against their will and/or
without their knowledge? A small sample of

There are also works by dissident
psychiatrists that contain a wealth of evidence
not readily available from establishment or
imperial psychiatry. Among these are the works
of Breggin (e.g., 1983, 1991), not to mention
the long history of dissident documentation in
the works of Thomas Szasz. Breggin says that
“most of the commonly used psychiatric drugs
can eventually produce persistent and even
permanent mental dysfunction. The so-called
antipsychotic drugs . . . cause permanent
neurological damage in most patients given
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long-term treatment” (Gospodaruk, 1994). I
consider this a conservative statement of the
truth.
Another class of such evidence is in the
vignette category (i.e., documentations of
instances of one or a few cases but where many
such vignettes come from many, and diverse,
sources). Some of us are surprised that some
such evidence actually became publicly
available.
I have in my files uncounted such vignettes
of deaths or serious health impairments in
which psychiatric drugs played a significant or
even decisive role. These vignettes are from
newspapers, in-house agency periodicals,
newsletters of advocacy organizations, and
official investigations. The many state
developmental disabilities and mental health
protection and advocacy offices alone publish a
steady stream of such documented vignettes.
However, many of these data are not
consolidated by any one party into a systematic
reporting and accounting. But we can be certain
of three things.
(a) These vignettes fall into my hands almost
accidentally, and therefore, can only be a
small sampling of what is going on.
(b) There is every reason to believe that not all
drug-related deaths ever end up being
reported as such, or reported in ways that
make them visible to even casual collecting.
Therefore, my vignette mountain is probably
only the iceberg tip.
(c) Those who do not want to know that
psychiatric drugs are deadly are extremely
unlikely to collect—either casually or
systematically—evidence that they are. The
pro-drug people are not exactly quick and
eager about bringing together the isolated
reports of drug-related injuries and deaths
into population statistics—though this
would be a laudable instance of “research”
and “evidence collection.” As we shall see
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later, authorities with vested interests will
often go to ludicrous degrees to deny the
incriminating elements of such vignettes,
and practice other forms of deception.
Apparently from all of the above source
categories, one could also cite equivalent
publications in languages other than English.
For those who consider much of the above
evidence not “hard” enough, there are some
very hard data on hospital emergency
admissions related to mind drugs.
In only one 12-month period from mid-1976
to 1977, 54,000 people in the US alone sought
emergency room treatment related to the use of
just one psychiatric drug, Valium. This was
more than for any other drug; heroin was only
in fourth place. This does not even include
emergency admissions for other psychiatric
drugs during that same time, such as 9,300 in
the US for Librium, and 6,100 for Thorazine.
Of the Valium-related admissions, at least 900
ended in death (Price-Root, 1979). Since
Valium is one of the less toxic drugs, but also
one of the more widely prescribed ones, how
much worse must be the impact of the “heavier”
drugs, and how many more the deaths due to
effects other than acute toxicity such as usually
involved in the above cases with Valium.
Based on statistics gathered in 24 US cities
between May 1976 and April 1977, the US
National Institute of Drug Abuse estimated that
there were 5,800 drug-related deaths in hospital
emergency rooms from 16 of the more widely
used psychiatric drugs (Chowka, 1979). This
figure did not include drug-related deaths that
did not occur in emergency rooms, nor such
deaths that resulted from intentional overdoses,
nor deaths that resulted from the less widely
used drugs, nor abbreviations of life due to
indirect, long-term, non-acute impacts on
health. During the same period, there were only
1,700 emergency room deaths due to heroin and
morphine!
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The above statistics acquire special
plausibility when viewed against the backdrop
of the larger drug scene generally. There are
estimates that as many as 17% of all hospital
admissions are in response to adverse effects
from all drugs combined (Buie, 1989).
Levitas et al. appear to want to rescue what
they call “antimanics” from the bad reputation
of the anti-psychotic drugs, but since they
denied the awful effects of the latter, what is the
point of this separation? However, to the
degree that lithium is considered an
“antimanic,” a litany of its adverse effects is
found (among others) in Network Against
Psychiatric Assault (1984). Levitas et al. should
take a good look at people who have been on
this drug for a dozen years or more.
Thus, considering the litany of adverse
effects and the pervasiveness of the impact of
psychiatric drugs, plus considerations yet to be
covered below, at least some of us conclude
(a) that they are toxins,
(b) that many of the toxic effects act on the
nervous system, and
(c) that adverse effects on the mind include
what have been falsely interpreted as
therapeutic effects, such as when undesired
affect is flattened and/or energy and activity
is decreased.
Because of these facts, I have cautioned
people for years never to refer to psychiatric
drugs as “medication,” but as “dope” (e.g., as in
“prescribed shrink dope” and similar terms).
However, none of this is to deny that with
the vastly exaggerated hopes that have been
placed on mind drugs generally, there is bound
to be a huge placebo effect—and as much on
the people taking the drugs as on those giving
them, or otherwise putting their hopes in them.
These expectations are apt to elicit behaviors
from people around the people on drugs that in
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turn elicit positive behaviors from the people on
the drugs.
Further considerations on some of the
mechanisms by which psychiatric drugs
inflict damage or function in a deathmaking
fashion
To understand how psychiatric drugs injure
or kill, one must note three facts.
(a) People do not only get injured or made dead
by the toxic effects of these drugs, but also
by their other deleterious effects, including
the non-neural effects set in motion by the
neural ones. For instance, when elderly
persons lose equilibrium because of the
neurotoxic effect of such drugs, fall, break
bones, and die from distantly-derived
complications, it was not the neurotoxins
that were the listable cause of death, but it
was nonetheless the fault—so to speak—of
the drugs and their neurotoxic effects, and
of course probably also of the people who
prescribed these drugs to such persons. Yet
when elderly people die as a result of
complications subsequent to bone fractures
subsequent to being on psychiatric mind
drugs, the death certificate is not even apt to
mention the bone fracture, much less the
role of the mind drug.
(b) Injury or death can be caused indirectly and
over a period of time during which the role
of the psychiatric drug becomes difficult to
perceive—and easier to deny.
(c) Injuries and death related to psychiatric
drugs can occur years after the person has
been off such drugs.
It is not clear whether Levitas et al. have
attempted to distinguish between direct and
indirect damage of mind drugs, but if they did,
the distinction is at best a distraction from the
fact that damage occurs. Also, many
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drugs—prescribed or otherwise—impact
indirectly, be it therapeutically, destructively, or
both.
One deathmaking mechanism is that in
elderly people, psychiatric drugs debilitate both
the body and mind, often permanently and
eventually lethally. Even the drug industry
admits that one-sixth of all hospital admissions
in the US of people over age 70 are for the
treatment of negative drug (both psychiatric and
nonpsychiatric) reactions (Masterson & Cook,
1988). The US National Institute on Aging
found that close to half the 200,000 Americans
over age 65 who have hip fractures each year
were on prescription psychiatric drugs, and that
these were a major contributor to the hip
fractures because of the mental debility that the
drugs had induced (Staff, 1990d). Earlier
reports (Staff, 1987) had noted the same thing.
Receiving one of the more long-lasting
tranquilizers increased the risk of hip fracture
by 70%!
A whole series of studies (summarized by
Sobsey, 1983) have found that handicapped
children have all sorts of vitamin and mineral
deficiencies in their diets, and that some of
these deficiencies are due to the drugs these
children are given. For instance, many
anticonvulsants create an increased but unmet
need for certain vitamins and minerals.
Conversely, because psychiatric drugs often
reduce bodily activity, they reduce caloric
requirements, but they apparently also reduce
the body’s absorption of certain vitamins.
Another of many deathmaking mechanisms
is the administration of psychiatric drugs in
combination with all sorts of conditions of
abusive or low-quality services that are far from
atypical, and sometimes even normative. A few
illustrative examples follow.
A 27-year old man at a psychiatric
institution who was on 1,200 milligrams of
Thorazine daily (an extremely high dose) one
day became upset and began to take frequent
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drinks of water, which he continued to do
during the next several days. He became
comatose and died. He was found to have had
acute water intoxication, either precipitated by,
or interacting with, his high Thorazine levels.
A 34-year old “schizophrenic” woman had
been given the powerful drugs Elavil and
Haldol, and was given electroconvulsive shock
treatments despite the fact that she had broken
her ankle. Within two days, she was dead from
an embolus that originated near her broken
ankle.
A 40-year old depressed man in a
psychiatric institution was found dead after
having had a seizure. Even though an autopsy
showed that his blood Haldol level was within
the lethal range, and that it had presumedly
precipitated the seizure, an inquiry concluded
that there was “insufficient evidence to state
whether his medication had caused or
contributed to his death.” (Note what I shall say
later about cover-ups.)
These three cases all occurred close enough
in time to be reported in the same issue of the
newsletter of the New York State Quality of
Care Commission (Staff, 1984b) which is
supposed to monitor abuses in state-funded or
operated mental facilities. This is just one single
publication in which one finds an endless litany
of such single or small-cluster cases, almost all
of which tend to be treated as accidental
preventable mishaps rather than as the fruit of
systematic patterns and policies of social
devaluation and professional politics.
Another deathmaking mechanism is to put
people (often already enfeebled by years of
patienthood and bad health) on high doses of
psychiatric drugs—usually also multiple such
drugs—and then to simultaneously restrain and
isolate them, often in overheated areas (e.g.,
unventilated “side rooms”). Then we get death
(possibly from heart failure) from one or more
of the combination of stress, toxic drug effects,
and body overheating, especially where the
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drugs inhibit perspiration. My archives contain
case after case of such vignettes, including
many where simultaneous drugging and
restraining followed altercations with staff.
Often, a death that was precipitated by
drugs, or to which the drugs at least contributed,
is listed as pneumonia or heart attack. But that
the person has been on mind-destroying drugs
for years, and therefore had lowered mental
competency, had a weakened respiratory or
circulatory system, and was given a dose of
drugs and then locked in a hot “side room” with
no air circulation so that the person finally had a
heart attack—that may be the real scenario.
One well-known mechanism through which
some of the psychiatric drugs kill is that they
impair—sometimes permanently—sensation
and muscle control in the throat; this may
include suppression of the gag reflex (e.g., in
order of date, Miller & Chinoy, 1967; Spitz &
Fischer, 1973; Lapon, 1985). In consequence,
people do not feel and report pain there, or are
at vastly heightened risk of choking to death.
(The reason drugs such as Thorazine are given
against severe hiccups is probably because they
interfere with normal nerve function in the
throat.) Miller and Chinoy (1967) state that
death from asphyxiation is ten times higher in
institutionalized people who are on
tranquilizers. Choking deaths, especially of
elderly residents, as a result of drug action were
also reported from a number of Texas
institutions (Staff, 1981). This risk is further
heightened by the fact that many of the lowly
people who get put on these drugs do not get
good and timely dental care, and may therefore
swallow food that had been insufficiently
chewed. What scientific publication may I cite
for this happening even to specific people
known to me or my acquaintances? Would
Author (1994) serve? And if a drug paralyzes
sensory and motor nerves, especially in the head
or throat, one would have to invoke some pretty
far-fetched mechanism in order to claim that it
is not a neurotoxin.
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One reason people on psychiatric drugs
often suffer injury or death is that their
mentality has been so impaired by these drugs
that they cannot or will not report pain or other
symptoms (e.g., Wendkos, 1979), advocate on
their own behalf, or even fend for themselves.
An example of the latter occurred when a fire
broke out at an apartment project for the elderly
in North Carolina, killing three and injuring 18
residents. The firefighters were hampered by the
fact that so many residents were so drowsy from
drugs that they could hardly be woken up
(“Elderly flee high-rise,” 1983).
A particularly diabolical form of
deathmaking is the normative (not exceptional)
practice of polypharmacy in general, and the
related widespread practice of putting people on
more than one psychiatric drug at a
time—sometimes on three, four or more of
them! In many cases, psychiatric drugs are
given in order to combat the adverse effects of
other psychiatric drugs—a bit like trying to
drive the devil out through Beelzebul!
Sometimes, anticonvulsants are given against
convulsions caused by other psychiatric drugs.
Deception associated with psychiatric drugs
This brings us to one of the overarching
statements one can make about psychiatric
drugs, namely, from the first, these drugs have
been surrounded by deception, falsehood,
cover-ups and cheating—and still are.
One such deception is that psychiatric drugs
have specific therapeutic effects on the mind
and/or conduct. But as the above listing shows,
they tend to have effects on all sorts of bodily
systems, the brain and the mind being only one,
and often not the primary or major one. Even
the first tranquilizer, chlorpromazine
(Thorazine), came about as a very minor
molecular modification of an antihistamine, and
was first named Largactil for the very reason
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that it had a large number of actions (e.g.,
Silverman, 1976), including those typically
sought from an antihistamine. Some of the
tricyclic drugs deployed against depression
happen to be effective against malaria (Bitonti
et al., 1988). So which is the “main effect” or
“therapeutic effect,” and which the “side
effect”? In this respect, psychiatric drugs
function like most drugs, in that few affect only
one organ or one function. For example, Rogain
started out as a blood pressure drug with the
apparent “side effect” of eliciting hair growth;
now it is promoted primarily as a hair growth
drug with “side effects” on blood pressure.
Another kind of systematic deception about
psychiatric drugs—one of the biggest such
deceptions—is that they are given for
therapeutic purposes, when the real reasons are
primarily those of management convenience
and economy. An example is the drowsiness
and loss of energy that has been a major effect
of so many of these drugs. For instance,
Baumeister, Todd and Sevin (1993) note that
any suppression of disordered or maladaptive
behaviors in retarded persons as a result of
administering psychoactive drugs to them
results from the fact that most such drugs tend
to suppress behavior in general. This is what I
meant when I stated in my article
(Wolfensberger, 1994) that “therapeutic effects”
derive from the toxic effects of the drugs.
Here is also a point where my earlier
discussion of the issue of evidence becomes
very relevant. For instance, I know of no
published systematic analysis of the fact that
modern hospital medicine has undergone an
absurd paradigm shift of withdrawal from
low-tech bedside care and environmental
hygiene in favor of high-tech strategies
(including pumping antibiotics into patients
instead of keeping the premises immaculately
clean), and that this withdrawal of bedside care
has been accompanied by a strategy of reducing
patient demand for bedside care by a steady
increase in the use of sedatives and
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tranquilizers. The latter has been going on since
at least the 1970s, and much of it clearly falls
into the category of management convenience
and cost containment. Drugging of hospital
patients also serves the purpose of using a
high-tech means to compensate for the
surrender of the traditional low-tech strategy of
giving hospital patients rest—something that
has become almost impossible in the modern
hospital environment with its constant noise,
lights and interruptions. This drugging practice
not only constitutes dangerous polypharmacy,
and increases the risk of errors in drug
dispensing generally, but is particularly
devastating to elderly patients. The adverse
consequences to them include falls, and—I
believe—permanent mind diminishment in
many instances.
However, even in all sorts of nonmedical
service settings, management convenience is a
major motive for drugging. It seems to me that
honest people could only disbelieve this if they
do not know what is going on in the service
field.
Another common pattern of deception with
psychiatric drugs is that on the one hand, the
alleged benefits of new such drugs are
euphorically and exaggeratedly trumpeted
( r em e m be r the a d, “ W ha te ver th e
Diagnosis—Librium”?), while the known or
expectable adverse effects are denied, played
down or kept hidden—often for decades.
One of innumerable related aspects of
deceptive promotion is to market a drug with all
sorts of claims even though the research done
on it was grossly inadequate or deficient. For
instance, even though barbiturates had been
used against convulsions for a very long time,
the effect of these drugs on the mentality of
people who took them over long periods had
never been established, though there had been
strong indications that these drugs impair the
intelligence of children who take them on a
prolonged basis (“Worse than the disease,”
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1990). As McNair noted (1973), diazepam,
chlordiazepoxide and meprobamate had been
researched for 20 years, but this research had
been so poorly conducted as to permit no
“meaningful inferences,” and McNair applied
the term “pseudoscience” to this situation.
Hydergine was given for 30 years to elderly
people to combat mental deterioration, and by
1989 had become the 11th most prescribed drug
in the world, given to millions of helpless
elders—until a controlled study was finally
conducted, and found that the drug accelerated
mental deterioration (Staff, 1990a). Why this
should surprise people amazes me, since the
drug is related to the ergot toxin that drives
people mad.
Another related deception is that drugs are
promoted even when there is research that
belies the claims, but the research results are
denied or covered up. For instance, Halcion has
been promoted as a sleeping pill and against jet
lag since Upjohn’s halcyon days of 1982, and
soon became the world’s single most prescribed
sleeping pill. That it had devastating impacts on
people was already known in the late 1980s
(e.g., Staff, 1990c), and just recently, it was
reported (Cowley, 1994b; also CBS TV’s “60
Minutes,” 3 July 1994) that Upjohn had lied to
the US Federal Drug Administration since at
least 1982 about the drug’s dangerous effects,
had falsified data, and had been systematically
discrediting not only adverse publications but
also individuals associated with adverse
information. (I feel kinship with such
individuals!)
Equally recent (e.g., Stein & Baker, 1994) is
a similar discovery that Eli Lilly began at least
as early as 1988 to cover up the negative effects
of Prozac that has recently been promoted as a
virtual miracle drug against the mental ills of
life. Prozac is being prescribed like lollipops to
millions of people—five million in the US
alone (Hirsch, 1994a) —and for “everything but
hangnails” by physicians of all kinds, usually
after spending less than three minutes
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discussing their patients’ problems with them
(Cowley, 1994a). Amazingly, despite even
those adverse—and not exactly trivial—effects
that appear rather soon in at least a third of the
people who take Prozac, its explosive use has
been promoted and accompanied by the
interpretation that it has no adverse effects (e.g.,
Hirsch, 1994b), or the next best thing to it (e.g.,
Barondes, 1994; Newman, 1994). Yet 28,000
people have been reported to have had serious
adverse experiences in connection with being
on Prozac, and 170 were suing in US courts as
of late 1993 (Stein & Baker, 1994).
I have mentioned the specific cases of
Hydergine, Halcion and Prozac only because of
their recency; one could mention zillions of
such deceptions worldwide since the 1950s.
Often, the fact that a previously ballyhooed
drug has serious adverse effects is only widely
acknowledged when a new drug arrives that can
then be ballyhooed as a superior alternative with
fewer adverse effects. A good current example
is the promotion of Depakote against mania,
with the message—previously widely
denied—that one-third of “patients” “cannot
tolerate” lithium, or develop liver dysfunction,
weight gain, severe acne, impaired memory and
dulled intelligence from it (e.g., Azar, 1994, in
an article headlined “New Manic Treatment is
Major Breakthrough”!). Some people die from
“lithium toxicity” (e.g., “Verdicts and
settlements,” 1985). If lithium was that awful
all along, why did the shrink field play down its
adverse effects until now, and interpret lithium
as a miracle drug?
Relevant to several of the above patterns of
deception is a “review of reviews” (something
of a super-meta-analysis) of 56 years of studies
of drugging of children with alleged
“attention-deficit” (formerly often called by
names such as hyperactivity) with “stimulants”
(apparently mostly amphetamines) (Swanson et
al., 1993). It found 341 reviews of such studies.
Aside from finding that the research tended to

54
be so shoddy as to make interpretation difficult,
the authors concluded (among other things) that
stimulants do not result in long-term
improvement in academic performance or social
adjustment, or in the much ballyhooed
“paradoxical response” benefit. On the other
hand, a large placebo effect was reported, and
“side effects” were observed in many children
on these stimulants, though it seems to me that
the issue of negative effects has been very
poorly attended to in this corpus of studies. For
instance, when a certain proportion of children
begin to display tics, or others with tics show
more or bigger tics, surely something bad is
happening to the nervous system that must also
be at work even in those children who are not
reported to show tics, or worse tics.
As I was drafting this reply to Levitas et al.,
the June 1994 issue of Mental Retardation
arrived, with an article (Kastner & Walsh,
1994) exposing the fact that an article published
in the October 1993 issue of Mental
Retardation (Lepler, Hodas & Cotter-Mack,
1993) which purported to document a program
of reduction in “psychotropic drug use” for
retarded people was fallacious, even if only
from naiveté rather than intentional deception.
Nonetheless, the overall impact of such false
studies does result in deception of the receivers
of such literature. But ironically, Kastner and
Walsh (1994) were themselves not willing to
believe that “psychotropic drugs” are unhealthy,
despite the mountainous data base to that effect.
A very common pattern of deception is that
not only are the long-term or indirect
detrimental impacts of psychiatric drugs denied,
but even their rather direct and immediate role
in causing deaths is widely denied,
whitewashed, or covered up, much as is the case
with deaths from other untoward causes in
human services.
For instance, an inmate at Hutchings
Psychiatric Center in Syracuse was given two
oral doses of Haldol, plus four intramuscular
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shots thereof—the last one 90 minutes before
she died, which she did 14 hours after
admission to the institution. Two state review
bodies concluded that the drugs had nothing to
do with her death (“Probe clears,” 1987).
Between 1970 and 1978, 1737 residents of
the Rockland Psychiatric Center in New York
State died—an amazingly large number,
amounting to 17.5 deaths per month, or more
than one every other day. The Rockland County
medical examiner and others concluded that
prescription mind drugs were implicated in 30%
of these deaths—which was vigorously denied
by state authorities (Zugibe, 1980; see also
Hughes & Brewin, 1979).
The major exception to the rare mention of
psychiatric drugs on death certificates occurs
when a person has used such drugs to commit
suicide. Except for these cases, I would be
surprised if psychiatric drugs were listed on
more than a very few thousand death certificates
a year in the US, but I would not be surprised if
it was even only in the hundreds. This reality
surely is a deception if these drugs played a role
in significantly more deaths, and especially in
the ca. 100,000 deaths that I have estimated.
Relevant to the entire institutionalized
insanity and bankruptcy of shrinkery that is
hidden behind much deception is a very
ambitious World Health Organization study
(Jablensky et al., 1992). It compared the
experiences of “schizophrenia” in a sample of
rich and poor countries from around the world.
It found that in the rich countries, 91% of the
“schizophrenics” spent time in psychiatric
facilities over the course of two years, and 60%
were put on “antipsychotic” drugs for at least
76% of these two years. The corresponding
figures for the poor countries were 44% and
16%. Guess which group had the more positive
outcomes? The poorer countries, including
recovery rates that were 59% better! Not
exactly a good recommendation either for
psychiatry or “antipsychotic” drugs, and all the
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more remarkable considering that the mainline
ideology these days is that “schizophrenia” is
one of the genetically more hard-wired
disorders. No wonder one has heard so little
about these findings in the shrink or public
literature, even though they should be making
headlines everywhere.
Hardly anything has been learned from all
this deception, and especially not by those who
had placed exaggerated hopes in these drugs or
participated in the deception. After all, the same
patterns are still operative.
One of the iron rules in the domain of moral
wisdom is that violence—hence also
deathmaking—is always attended by deception.
And vice versa, the presence of a pattern of
deception and falsehood is a strong sign that
violence is either in progress, or imminent, or
has already been committed in the recent past.
However, I know of no scientific body of
“research evidence” that has dealt with these
important realities.
One implication is that when deception is
rampant, it will be very difficult to get at the
“facts.” Even if one does, one may be deceived
about their meaning, not to mention that many
people will be so weak, scared or misled that
they do not even want to know the truth. And
yet, the truth is vastly easier to ascertain than
the evidence that is concordant with, and
expressive of, it.
Now in light of my earlier comments about
what constitutes evidence and empiricism,
consider that some people would only count as
evidence or “fact” what was reported in a
scientific journal (as by Baumeister et al.,
1993). They would not equally credit the
following statement by an institution worker
reported in a newspaper as early as 1975: “You
keep them busy or you zonk them out” (Wood,
1975). In other words, staff tend to do whatever
it takes to keep clients docile and easy to
manage, and if this means doping them with
drugs, then so be it. Is evidence along these

lines only credible after it has appeared in a
scientific journal? Is it only evidence if it is
reported in print? Would it not count if one had
simply heard such a remark made often enough
by different workers?
Further, even if I were to give such citations
for every controversial statement I make, would
those who take issue with such statements
accept my sources? Would not the next step be
to controvert the validity of the sources
themselves? Thus, as I said, at a certain point it
is no longer an issue of evidence, but of whether
one is able and willing to perceive the truth.
The question of the number of dead victims

T

he sections above have already provided
data relevant to the numbers issue. An
example is the 5800 deaths from psychiatric
drugs in one year, in just one of many categories
involving only 16 such drugs, only in
emergency rooms, and not involving suicide
attempts (Chowka, 1979). Below follow
additional considerations and documendations.
In estimating the total injury and
deathmaking impact of prescribed mind drugs,
one must consider
(a) how many people are on them,
(b) who they are,
(c) that some people are on multiple such
drugs,
(d) how injurious the drugs are, and
(e) that with some drugs (e.g., Prolixin), even a
single dose can be fatal.
Psychiatric drugs are by far the largest
sellers of all prescription drugs, and many
billions of doses of tranquilizers alone are
administered annually just in the US. In some
countries, the rates are even worse.
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There are estimates that at any given time,
ten million Americans are on some psychiatric
drug that is given against what one might
loosely call “mental troubles,” thus not even
counting the anticonvulsant drugs. Some people
are on drugs for long periods of time, some of
them for decades (such as many of the people in
nursing homes and mental institutions). Some
people who are on such drugs are weak to begin
with, such as many of the elderly, and many are
children. It is well known that with children, the
toxic effects of virtually any drug will show up
after a much shorter time than they do with
adults, as is also evident in alcohol abuse by
children and youths. Despite their vulnerability,
millions of children have been put on drugs in
the amphetamine family in order to control their
unsocialized behaviors or improve their school
work (i.e., compensate for poor upbringing or
poor schooling) (e.g., Kohn, 1989; Toufexis,
1989), yet some authorities have speculated that
even a single amphetamine dose may already be
able to inflict a permanent change to the brain
(Staff, 1984a). The amphetamines given to
children are identical or related to the ones the
US Air Force had been giving its fighter pilots,
and that are believed to have impaired their
mentality so much as to account for an entire
series of (at least five) crashes (e.g., “Drugs:
They don’t belong,” 1988). Also, amphetamines
are known to have caused deaths among people
who have used them as diet aids (e.g., “Body &
Soul: Weight loss,” 1990).
A huge proportion of the millions of
children put on psychiatric drugs for being
hyperactive are not even hyperactive at all (e.g.,
Toufexis, 1989), and hardly any should be on
these drugs even if they were.
The percentage of elderly people on mindor mood-altering drugs has been estimated to be
as high as 50% (Masterson & Cook, 1978).
Perhaps more plausible is one Michigan study
that found 16% on “psychotropic drugs,” with
25% being on four or more prescription drugs
of all kinds (Seniors & Substance Abuse Task
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Force, 1978). Among nursing home residents,
65% may be on one psychiatric drug, and 20%
on two or more—and almost all inappropriately
so even according to the manufacturers’
instructions (Buie, 1989). At the same time,
elderly people are particularly apt to be greatly
debilitated by psychiatric drugs (e.g., Breggin,
1983).
There are diagnoses given to millions of
people that will result in near-certainty of
psychiatric drugging, “schizophrenia” and
“depression” being prime examples. In the case
of “schizophrenia,” this drugging is apt to be
very long-term—perhaps life-long. The case of
“depression” is ironic because it has become a
craze syndrome apt to be “diagnosed” whenever
someone is unhappy or finds life burdensome,
which more and more people in today’s crazy
world do—and yet which has increasingly been
interpreted as genetic.
There are entire service sectors that are
notorious for extremely high psychiatric
drugging rates. Almost everyone in a psychiatric
“emergency” service is apt to be on such drugs,
plus the majority of clients of psychiatric
outpatient clinics. Institutions of all types
(including those in mental retardation), as well
as prisons, have high psychiatric drugging rates.
In prisons, the overriding reason is
management convenience. In the foster care
system, tranquilizing of children has been
described as “routine” (McTaggart, 1981).
There are also locales where psychiatric
drugging has become part of the mainstream
human service culture. In some school systems,
an amazingly large proportion of children are on
such drugs (6% of elementary school children
on amphetamines alone in one such system
(Kohn, 1989)). During 1975-77, 44% of the
non-institutionalized population of the
Canadian province of Saskatchewan above age
30 was on prescribed “mood-altering” drugs,
and 53% of the non-institutionalized population
above age 60 was. Women received drugs up to
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four times as often as men, and usually in larger
doses (Harding, 1978). By 1980, at least 20% of
the German population was taking
“psychotropic drugs” on a long-term basis,
including 6% of juveniles (“Eltern allzu
sorglos,” 1983). Currently, a quarter of the
French population (presumably adults) is
reported to be on Valium (Stanger & Mabry,
1994), and about 9% is dependent on drugs for
a night’s rest (Shearer, 1989). Is this evidence
hard enough?
It is also well known that people get kept on
drugs—sometimes for decades—even though
they show no positive response (e.g., Kohn,
1989; Langee, 1990; New York State
Commission on Quality of Care, 1986).
Relatedly, a huge number of institutionalized
people in recent decades have been put on, and
kept on, drugs to combat those of their
behaviors that were natural responses to the
awful conditions of these institutions in the first
place. A recurring research finding has been
that when people move from institutions into
more normal settings, their behaviors also
become more normal.
In addition to the very selective but
sickening evidence of the injuriousness of
psychiatric drugs that I cited earlier, it is also
relevant to the numbers issue that a third of
“schizophrenics” on “medication” are said to
display extrapyramidal symptoms (Staff, 1994).
Facts like this, the data cited previously on
admission to emergency medical services
because of psychiatric drug effects, and other
phenomena are equivalent to what in clinical
research in medicine are called “markers” of yet
more serious outcomes—in this case, death.
Similarly, between 1973 and 1976, a total of
1,285 residents of state-run residential facilities
died in California alone. At least in part because
of deception, the real causes of such deaths are
unknowable. However, in light of the fact that
drugs were acknowledged to be implicated in at
least 120 of them (Staff, 1981), we are justified
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in assuming that the real number of deaths in
which psychiatric drugs played a role must be
considerably larger, and that the California
situation is not an exception to the national one.
(Recall the earlier mention of 1,737 deaths at
Rockland Psychiatric Center. Zugibe said that
choking deaths were occurring at “therapeutic
dose” levels, not just overdoses, and that this
was a problem all over the US [cited in Hughes
& Brewin, 1979, pp. 175-176].)
My estimate of 100,000 life abbreviations in
the US also no longer looks so high when one
considers statistics on deaths caused by other
dr u gs . For insta nc e , a me r e t w o
deceptively-promoted drugs against arthritis
were said in 1983 to have caused more than
10,000 deaths (“Arthritis drugs,” 1983).
The plausibility of harm from drugs is also
illuminated if one looks at the effects of
nonprescription, legal, normative drugs such as
caffeine, alcohol and nicotine. For instance,
tobacco smoking has stabilized at about 26% of
the US population, and the federal Centers for
Disease Control and Prevention estimate that
cigarette smoke alone significantly abbreviates
the lives of over 400,000 people a year in the
US (Farley, 1994; 434,000 in 1988 according to
“Nevada tops nation,” 1994). The probabilities
of a 50-year-old smoker dying during the
subsequent 17 years is almost triple that of a
nonsmoker, according to the American Cancer
Society (“In the news,” 1994.) Yet smoking
tobacco is vastly less toxic than most
psychiatric drugs, and it does its harm almost
exclusively via steady long-term use, while
people can die or suffer irreversible damage in
consequence of single or brief episodes of
psychiatric drugging.
So my estimate of 100,000 life
abbreviations a year in the US amounts to only
one out of about every hundred people who
received such drugs. But if it were only half that
many, would that invalidate my argument—nay,
the very facts themselves—that there is much
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deadly use of these drugs going on, and that this
is widely denied or covered up?
Levitas et al. seem to imply that the only
deathmakings that count are the ones that are
due to “indiscriminate” psychiatric drugging,
which presumably includes incompetent or
uncaring drugging. This argument is irrelevant
to, or even distracting from, my thesis.
Furthermore, there is overwhelming hard
evidence that incompetence in the prescription
and administration of such drugs is not only
normative but outright inevitable. After all, the
problems in the psychiatric drug field are in
large part only a worse version of what has been
going on in the larger context of medical drugs,
which are commonly marketed with woefully
inadequate or even fraudulent research (e.g.,
Palca, 1990; Roman, 1988; Staff, 1979; Sun,
1984), deceitfully promoted (e.g., Network
Against Psychiatric Assault, 1984; Silverman,
1976), incompetently prescribed, and dispensed
in an error-ridden fashion (e.g., Kehrer &
Kehrer, 1985). A specific example of
nonpsychiatric drugs widely employed without
adequate research is the following. In the 1980s,
cardiologists were so confident of two heart
drugs that they put 200,000 people a year on
them, but they resisted controlled studies
because they considered it unethical to withhold
the drugs from control subjects. When a
controlled study was finally conducted, it soon
had to be halted because it was found that the
drugs tripled the death rate (Nowak, 1994)! In
fact, so-called “clinical trials” in medicine
generally normatively violate the rules of
research, and in most cases in respect to very
elementary—rather than sophisticated—criteria
(e.g., Nowak, 1994). For instance, just in June
1994, we learned that on a $9 million national
breast cancer research project, at least 11
participating institutions either falsified data,
failed to enroll patients properly, or misplaced
data (“Breast cancer research,” 1994).
As to the rates of error or incompetency in
the use of all prescription drugs, 33-50% are
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said to be used incorrectly, and to have caused
2.7 million hospital admissions annually in the
US in the early 1980s. In hospitals, drugging
errors generally are said to account for
“hundreds of thousands of deaths”—but with
very little attempt to collect systematic data
(Staff, 1985).
Merely from studying the psychiatric
drugging scene, one gets headaches, nausea,
dizziness and trembling hands, especially as one
learns the devastating reality that incompetent
prescribing and administration are actually
inevitable for at least five reasons. (a) The drug
industry makes fabulous profits from drugs
being massively prescribed and used (e.g.,
deMarco, 1982; Greenwald, 1989), and
therefore advertises and promotes these drugs
ruthlessly and often deceptively so as to
maximize their use (e.g., Purvis, 1990; Staff,
1991). This militates strongly against
“discriminate,” let alone valid, use of drugs.
After all, when drugs are promoted with invalid
and even outright deceptive information, it is
not even possible to employ such drugs
competently. (b) Any physician may prescribe
any drug with hardly any sanction, and there is
therefore bound to be a high percentage of
incompetent prescribing, considering how many
physicians prescribe these drugs, and how many
different kinds of psychiatric drugs there are. (c)
The financial investments of so many
physicians in drug firms (e.g., Staff, 1990b) also
induces conflicts of interests that bias
physicians toward prescribing when they should
not. (d) Many people clamor for drugs from
their physician, including for psychiatric drugs
that they think will alleviate their suffering. (e)
The way psychiatric drugs function is very
poorly understood, what is known is not well
taught, and the normative physician—even
psychiatrist—functions largely on the basis of
biased and incomplete information from the
drug manufacturers and salespersons, and is
virtually drug-illiterate (e.g., Staff, 1990b),
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according to a former US Food and Drug
Administration commissioner.
Here are just a few bits of hard evidence of
the widespread incompetence in the prescription
and administration of mind drugs.
In one survey, 29% of all adult psychiatric
inmates in California’s four state hospitals were
found to be on Thorazine in excess of 800
milligrams a day, where 30 milligrams is
considered a low but possibly effective dose
(Network Against Psychiatric Assault, 1984). A
number of studies have found that retarded
people who do not have epilepsy are apt to be
put on anticonvulsants anyway (e.g., Alvarez,
1989; Chadsey-Rusch & Sprague, 1989),
sometimes on the assumption that those of their
behaviors judged inappropriate by staff are
linked to epilepsy. This irony is compounded by
the fact that people put on anticonvulsants do
not even get a dose large enough to be effective
if—in fact—they are epileptic. Kaufman and
Katz-Garris (1979) found that only one out of
every 17 allegedly epileptic residents was
receiving a sufficient drug dosage against
seizures, but all were getting the negative
effects that the drugs bring. And retarded
persons without a seizure history are often put
on anticonvulsants—and on larger doses of such
anticonvulsants than non-retarded persons with
seizure records (Kaufman & Katz-Garris,
1979). Triple irony is contained in the fact that
Cole, Lopez, Epel, Singh and Cooperman
(1985) found a high rate of vitamin deficiencies
induced among retarded institution residents by
anticonvulsants.
The New York State Commission on
Quality of Care (1986) found that in five of the
state’s mental retardation institutions,
psychoactive drugs were often virtually
randomly prescribed, without rationales; and
once again it was found that seizure
medications were given to people who had
shown no evidence of seizures.
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A 1982 study found that people diagnosed
as depressed were much more likely to be given
tranquilizers designed for (other) psychoses and
not recommended for depression than they were
to receive “anti-depressants” (Holden, 1986).
Overall, and not just in regard to psychiatric
drugs, errors of prescription, dispensing, and
administration shoot up dramatically wherever
devalued people are involved. In at least one
1982 study of nursing homes by Barker (cited in
Kehrer & Kehrer, 1985) it was 59%. In nursing
homes, almost all the psychiatric drugs given
may be inappropriate even according to the
manufacturers’ instructions (e.g., Buie, 1989;
see Buie also for the high rate of dispensing
errors in nursing homes).
Thus, even if it were true that psychiatric
drugs are only harmful when there is staff
negligence or incompetence, the vast amount of
staff negligence and incompetence, plus the
devaluation (since mistakes skyrocket whenever
devalued people are the clients) in human
services would make one shudder to think what
toll this must take on devalued clients.
According to Brown and Funk (1986), the
single biggest iatrogenic disorder (i.e., caused
by medical efforts) of our day turned out to be
tardive dyskinesia. As of the date of that book,
25% of people on neuroleptic drugs had tardive
dyskinesia.
One thing one can say overall is that many
people who are depressed get put on drugs that
give people depressions, many psychotic people
get put on drugs that make them crazy, many
people who do not have seizures get put on
drugs that cause seizures, many stupid children
get put on stupid-making drugs, many senile
people get put on drugs that cause dementia,
and many people with twitches get put on
twitches-making drugs. Such evidence raises
the question how much of what goes on is
incompetence, and how much is evil. Even if
only some of it were due to incompetence, it
would mean that incompetence is the norm, and
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if that is so, then defending the drugs and
blaming any harm that may result from them on
practitioner incompetence begins to sound
alarmingly like the slogan of the pro-gun lobby:
“Guns don’t kill people, people do.” Is the
parallel here that “drugs don’t kill people,
physicians do”?

people in vast numbers have been put on these
drugs primarily because their devalued
identities and resultant life realities have been
interpreted as clinical mental conditions (e.g.,
McKnight, 1980, 1985).

s to further specifics on the devastating
deathmaking way in which psychiatric
drugs have been prescribed, one can only
wonder (a) “how much evidence is enough,”
and (b) on what epistemology Levitas et al.
have drawn.

If Levitas et al. have never read the
extensive earlier literature on the magnitude of
the prescription psychiatric drugging of retarded
people specifically, then they may consider the
very recent statement by Sobsey (1994) that
probably a majority of retarded people are
receiving “psychoactive” drugs (pp. 136-137).
Sobsey has plenty of other bad things to say
about these drugs, including evidence that the
rate of death due to obstruction of the airways is
very high among institutionalized retarded
people. For instance, consider this astounding
statistic: The rate of death by asphyxiation
among retarded people increased by 2,400%
between 1955 and 1980, and a large proportion
of these deaths was found to be a result of
impaired swallowing reflexes due to
tranquilizing drugs (Carter & Jancar, 1984,
cited in Sobsey, 1994).

For 30 years, what I call shrinkery denied
that there was such a thing as what came to be
called tardive dyskinesia (Brown & Funk,
1986). When it could no longer be denied, the
extent of its destructiveness was belittled (e.g.,
Roman, 1988, p. 52). And now Levitas et al.
tell us once again, or still, that “even in excess
dosages, none” (of the psychoactive drugs) “is
directly toxic to nerve cells.” Levitas et al.
seem to have read—or ideologically
embraced—the top-down line of the imperial
powers, the privileged professions, the drug
industry, imperial medicine, psychiatry, the
publicly supported formal service system. They
appear oblivious to, or unbelieving of, the
bottom-up realities experienced by lowly
devalued or oppressed people (e.g., see
Wolfensberger (1989) for a discussion of this
epistemology clash), to say nothing of hard
evidence contrary to the top-down party line.
They may not know—or want to know—that

Levitas et al. speak of reversible toxic
effects of mind drugs, but fail to acknowledge
the decades of controversy about the
reversibility of all sorts of effects of the material
methods used by psychiatry that are obviously
detrimental in the short run, including
electroconvulsive shock. It is my guess—widely
shared, however—that any material impact on
the brain that results in acute mental symptoms
of some significance probably leaves the brain
permanently diminished, even if (a) the acute
mental symptoms disappear, and (b) material
diminishment to the brain cannot be ascertained
by current means. If a single episode of alcohol
intoxication destroys many brain cells—as is
universally asserted—then why should one
expect less from mind drugs that require
prescriptions but also have acute negative
effects on the nervous system? However, the
fact that the long-term detrimental effects
suffered from electroconvulsive shock by so

One could continue the kind of horror story
documented here in regard to those drugs that
are used for their mind effects that once were
prescribed but are now available over the
counter, such as some of the amphetamines and
Phenergan (Staff, 1989).
Conclusion

A
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many victims of psychiatry continues to be
denied in the mainstream of the mind
professions is merely one aspect of the
systematic denial by these professions of their
destructive and deceptive practices in general,
and over centuries.
Considering how psychiatric drugs have
been used, it is my informed guess that with the
exception of anticonvulsive drugs, perhaps
somewhere around 1% of current prescription
psychiatric drugging is warranted—but even if
it were 10%, or even 50%, the current pattern is
a deadly one.
We are now in a better position to return to
some of the reasons why the use of prescription
mind drugs has been surrounded by deception.
1. These drugs are a major tool of violence by
the drug industry and the mental
professions, especially against society’s
devalued people, and like any violence, this
is drenched in deception.
2. Without reliance on these drugs, the moral,
ideological, and competency bankruptcy of
psychiatry would be obvious, since
psychiatry has so little else to offer that is
either (a) valid, or (b) unique to itself and
not also offered by other professions, as in
the case of office-based talk strategies
(counseling, so-called psychotherapy,
etc.)—a practice that is itself “scandalous,”
as Doerner (1981) put it.
How much the use of mind drugs is part of a
turf battle is evident in the unrelenting warfare
of psychiatry on behalf of involuntary drugging
(i.e., warfare against all efforts to require the
voluntary consent of the “patient” or his/her
surrogate). Are Levitas et al. aware of this
battle? Do they need literature citations on it?
Would they believe it if such citations were
given? Would they see it as evidence relevant
to the topic at issue? Surely, human service
people who would go to court to force
electroconvulsive shock on an 80-year-old
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woman because she is unhappy about living in a
nursing home (e.g., Gougis, 1994) would not
stop at all sorts of drugging atrocities.
Even aside from the turf battle, one has to
consider the quality of mental services generally
of which psychiatric drugging is only a small
part, and report after report on this topic is an
indictment of that service system. What the
mental people do to children alone is so awful
that Armstrong (1993), in yet another exposé of
the child shrink service system, selected as the
title of his book, And they call it help.
It is also relevant to note that the response
by Levitas et al. relates intimately to the critique
of what I called modernism in my 1994 article,
in that they evidence a faith of religious
proportion in the second form of materialism
that I sketched (Wolfensberger, 1994, p.20)
(i.e., the one that sees human mastery over the
material domain as the hope for victory over
human afflictions and imperfections)—in this
case, those of the heart, mind and soul.
Evidence that such hopes are an idolatrous faith
is often received with denial of the evidence.
Earlier, I mentioned that the issue of truth
about drugs is separate from the one of actually
citing evidentiary references. This issue is also
highly relevant to Levitas et al.’s bringing in
questions about Tegretol. They mention that
Tegretol is used both as an anticonvulsant and
an “antimanic,” and they do so in a fashion that
most readers would interpret to be depreciatory
of my thesis. Yet regardless with what intent
Tegretol is prescribed, it comes recommended
(even by its manufacturer) with extreme caution
because of its “not uncommon” multiple
adverse—and potentially deadly—effects.
Surely, Levitas et al. know this, and they also
know that dead is dead, so what is going on
here? What are they trying to do?
In light of the fact that the downtown streets
of our cities, the neighborhoods into which
“mental patients” get dumped, and the
neighborhoods of psychiatric facilities all teem
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with people with symptoms of tardive
dyskinesia so severe as to be apparent even to
casual passers-by, the statement by Levitas et al.
that “even in excess of therapeutic dosage, none
(“psychoactive drugs”) is directly toxic to nerve
cells” leaves one incredulous, and at a loss what
to say or do. What do “data” or “research
evidence” matter after such an assertion?
I admit to having written my reply to
Levitas et al. in a state of irritation because it
required me to devote precious time to write
about the obvious—and in response to people
with lots of relevant standing, institutional
affiliations, and job titles to do the called-for
documentation themselves. For none of the
documentation contained in this article did I
have to take recourse to a computer or search a
library, except in order to complete the correct
citation for about a dozen items among all those
that I already possessed, and to double-check
the data from one source. All the data I cited
were already in my office archives and thus
constitute a minimal rather than systematic
documentation. Yet I am neither a specialist on
drugs nor in the medical field, while all four
authors of the Levitas et al. critique are at least
the latter. I have labored to prove the
point—which I think I did—yet it is people like
themselves who have the technical background,
the resources, and presumably much ongoing
clinical involvement who should be doing this. I
expect that the next time they question one of
my assertions that is in the empirical realm and
in a publication that by its very nature is not
intended to be documentary in nature, they do
the documentation work rather than making
what they accused me of, and presumably any
similar critique of the prescription mind drug
scene, namely, invalid claims and concoction of
“unsupported theories.”
I also hope that even if Levitas et al. are
unconvinced and perhaps even unconvincable,
at least many other readers will have learned
that we are, in fact, dealing with an
epistemological issue that is obscured precisely
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because it involves both sensitive turf issues,
and one of the gravest of all moral issues:
Deathmaking, and especially deathmaking of
devalued people.
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